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LATINX SEXUAL MINORITY MEN: CENTRALIZING THEIR EXPERIENCES AND
TESTING THE MINORITY STRESS PSYCHOLOGICAL MEDIATION FRAMEWORK

by

DAVID G. ZELAYA, M.Ed.
Under the Direction of Cirleen DeBlaere, Ph.D.

ABSTRACT
The National Institute for Health has designated racial/ethnic minorities and sexual and
gender minorities as health disparities populations. Researchers usually examine both of these
groups independently of each other and fail to account for membership in both racial/ethnic and
sexual and gender minority groups. Only recently have researchers begun attending to
individuals living at the intersection of both health disparities groups. For example, the National
Coalition of Anti-Violence Programs (NCAVP, 2015) examined incidents of hate and violence
in 2015. They found that Lesbian, Gay, Bisexual, and Trans (LGBT) People of Color (PoC) were
twice as likely to experience physical violence compared to their white LGBT counterparts.
Increasingly, empirical studies have started to focus on specific racial/ethnic groups that are part
of the LGBT community. For example, scholars have found that Latinx sexual minority men are
at higher risk for health disparities given the intersectional forms of oppression they experience
due to poverty, racism, and homophobia (e.g., Díaz, Ayala, Bein, Henne, & Marin, 2001). This
study seeks to highlight and centralize the experiences of Latinx sexual minority men. Chapter 1
provides a synthesis and overview of relevant articles as categorized into themes: Latinx cultural

factors (i.e., family, immigration and acculturation, machismo, religion, and coming out/identity
development), discrimination (i.e., minority stress and the Orlando Nightclub Pulse shooting),
and HIV/AIDS. Chapter 2 is a quantitative study of the minority stress psychological mediation
framework (Hatzenbuehler, 2009) with a sample of 357 Latinx sexual minority men recruited
using Amazon Mechnical Turk. The minority stress psychological mediation framework
proposes that experiencing discrimination affects three psychological processes (i.e.,
affective/coping, cognitive, social support processes) that are linked to mental health (e.g.,
Meyer, 1995) and substance use (e.g., Lea, de Wit, & Reynolds, 2014). This cross-sectional
study examined descriptive statistics, bivariate correlations, Cronbach’s alpha, means, standard
deviations, and several structural equation models to explore the relationships of the variables
and determine model fit. Eighteen structural equation models were tested assessing for
experiences of minority stress within the past year, lifetime, and appraisal of stress in its links to
mental health and substance use (and alcohol use alone) via affective/coping, cognitive, and
social processes. Acculturation was also examined as a covariate on the outcome variables. The
hypotheses were partially supported. Generally, all the models provided good fit to the data.
Affective and cognitive processes emerged as a mediator in the relationship between recent,
lifetime, and appraisal minority stress to psychological distress. Whereas, for the relationships
between recent, lifetime, and appraisal minority stress to substance use only affective processes
was a significant mediator. Implications of the results, future directions, and clinical
recommendations are discussed.

INDEX WORDS: Minority Stress, Discrimination, Gay, Bisexual, Sexual Minority, Latinx,
Latino, People of Color, Racism, Heterosexism, Mental Health, Substance Use, Intersectionality
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1 CENTRALIZING THE EXPERIENCES OF LATINX SEXUAL MINORITY MEN
Introduction
“They’re bringing drugs. They’re bringing crime. They’re rapists.” – Donald Trump
The current socioculturalpolitical climate is targeting various marginalized groups
through political polices, societal violence, and presidential directives; many of these actions
have a direct impact on Latinx sexual and gender minorities. For example, the mass shooting at
the Pulse nightclub in Orlando, Florida that resulted in the death of 49 victims (e.g., Hancock &
Haldeman, 2017), the pardoning of Sheriff Joe Arpaio who was convicted of unlawfully
targeting undocumented immigrants (The New Yorker, 2017), the military ban on transgender
individuals (CNN, 2017), moving to end the Deferred Action for Childhood Arrivals (DACA)
program (New York Times, 2017), and the erasure of all LGBT affirming information on the
White House website (The Washington Post, 2017) are just a few recent examples.
Social science scholars have examined research regarding the targeting of marginalized
groups for over 60 years with investigations on discrimination against Black individuals dating
as far back as 1956 (Blalock, 1956). Research has long supported that privileged social groups
hold negative beliefs and stereotypes about diverse marginalized groups (e.g., racial/ethnic
minorities, sexual minorities, people with disabilities; Crocker and Major, 1989). Often times,
these beliefs and stereotypes can create harmful environments for those living with marginalized
identities. Therefore, individuals that hold an identity counter to the dominant culture may be in
jeopardy for a number of negative life experiences, and people at the intersections of multiple
marginalized identities are at particular risk.
The statistics of violence and discrimination towards Lesbian, Gay, Bisexual and Trans
(LGBT), or sexual and gender minority individuals are alarming and follow a national trend. The
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National Coalition of Anti-Violence Programs (NCAVP) examined incidents of hate violence in
2015. They found that LGBT People of Color (PoC) were twice as likely to experience physical
violence compared to their white LGBT counterparts and undocumented LGBT individuals were
four times more likely to experience physical violence than documented LGBT populations. In
their report, NCAVP also found that LGBT PoC, and those with other marginalized identities
(i.e., undocumented, HIV positive, disability status), are at higher risk for experiencing
employment and housing discrimination, likely contributing to increased rates of poverty, than
their counterparts without marginalized identities (Walters, Jindasurat, & Wolfe, 2016).
The authors of the NCAVP (2016) highlight the importance of centering the experiences
of targeted groups such as “transgender and gender nonconforming people, LGBTQ PoC,
LGBTQ youth and young adults, LGBTQ people with disabilities, and LGBTQ undocumented
people” (p. 8). They argue that centering the experiences of these groups could inform policies,
initiatives, and programs to decrease the violence (e.g., discrimination, verbal harassment,
physical assault, sexual assault) towards the aforementioned groups (i.e., LGBTQ PoC).
Accordingly, paying closer attention to, or centralizing, the experiences of Latinx sexual
minorities, who exist at the nexus of marginalized race/ethnicity, immigration, and sexual
identity identities, is needed to eliminate the systemic oppression faced by this population.
Within the field of LGBT psychology, PoC have been vastly understudied and often
overlooked in the literature (Moradi, DeBlaere, & Huang, 2010). The paucity of empirical
research has been attributed to the structural intersectional invisibility experienced by those
holding multiple stigmatized identities (e.g., Moradi, DeBlaere, Huang, 2010). Intersectional
invisibility refers to the lack of acknowledgement and recognition of individuals with multiple
marginalized identities due to their subordinate status in multiple groups simultaneously (Purdie-
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Vaughns & Eibach, 2008). In the context of discrimination, sexual minority PoC experience
heterosexist discrimination within communities of Color and racism is often experienced within
the LGBT community (Moradi, DeBlaere, Huang, 2010).
Terminology
I first offer a section defining key terms and constructs to provide context for the words
and phrases used in this literature review. Throughout the document I use the term Latinx “to
avoid the use of gendered language (i.e., Latino, Latina, Latino/a) and to be inclusive of
individuals with Latin American ancestry or with other Spanish-speaking country ancestry who
do not endorse gender identities within a gender binary” (Ramirez, Gonzalez, & Galupo, 2017; p.
17). I use the term sexual minority to be more encompassing of individuals that may not identify
within the LGBT spectrum of identities. I define stigma as being viewed negatively in society for
possessing a status, condition, or identity that is negatively valued, wherein disenfranchisement
occurs (Molina & Ramirez-Valles, 2013). Racism is defined as a form of oppression where
individuals experience discrimination, or stigma, as a result of their race/ethnicity (e.g., Campón
& Carter, 2015) and internalized racism (e.g., believing white people are better) is defined a set
of beliefs that one’s own race/ethnicity is inferior (e.g., Hipolito-Delgado, 2016). Herek (2004)
defined heterosexism as a form of stigmatization and rejection of any nonheterosexual identity.
Szymanski (2006) defined internalized heterosexism (e.g., thinking or believing that
heterosexuality is the moral way of being) as the mechanisms through which individuals
internalize negative ideas and messages about themselves as a result of experiencing
heterosexism.
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Centralization
The National Institutes of Health (NIH) have designated racial/ethnic minorities and
sexual and gender minorities as health disparities populations. Research studies tend to examine
both of these groups independently and fail to account for membership in both racial/ethnic and
sexual and gender minority groups. Only recently have researchers begun attending to
individuals living at the intersection of both health disparities groups. For example, Moradi,
DeBlaere, and Huang (2010) wrote a major contribution titled Centralizing the Experiences of
LGB People of Color in Counseling Psychology, which highlighted the current state of the
research literature for LGB PoC at the time. Since then, I identified only one other article that
provided a review and synthesis centralizing the experiences of LGB PoC. Choi and Israel
(2016) authored Centralizing the Psychology of Sexual Minority Asian and Pacific Islander
Americans in which they summarized the current state of theoretical and empirical research for
Asian and Pacific Islander sexual minorities. Despite these two reviews, LGBT PoC groups
remain largely overlooked in the psychological research literature.
Scholars have highlighted that Latinx sexual minority men are at higher risk for health
disparities given the intersectional forms of oppression they experience due to poverty, racism,
and homophobia (e.g., Díaz, Ayala, Bein, Henne, & Marin, 2001; Sanchez, 2014). Researchers
have also called for the need to understand the cultural context and sociocultural factors of
Latinx sexual minority men in an effort to develop relevant interventions and prevent future
health disparities (Galindo, 2012). Therefore, I decided to centralize the experiences of Latinx
sexual minority men in the current review. Specifically, the current systematic literature review
seeks to highlight the shared experiences and common challenges encountered by this
population.
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The Human Rights Campaign (HRC) identified several social injustices currently
affecting the sexual minority Latinx community. They include immigration, discrimination (e.g.,
violence and harassment), and health disparities (such as increased rates of HIV within this
population; HRC, 2017). In addition, Pastrana, Battle, and Harris (2017) identified immigration,
machismo, the coming out process, religion and spirituality, health, and family life as important
and unique experiences for the Latinx sexual minority community. Similarly, a national
collaborative project between the HRC and the League of United Latin American Citizens found
that family acceptance, religion, mental health concerns, and problems with identity development
and integration are significant issues affecting Latinx sexual minority youth (Kane, Nicoll, Kahn,
& Groves, 2012). Finally, other scholars have argued that the research literature examining the
experiences of Latinx sexual minorities focuses overly on negative outcomes (e.g., health
disparities and HIV/AIDS) and have failed to include or highlight the resilience shown by this
community (Gary, Mendelsohn, & Omoto, 2015). Informed by the recommendations and themes
consistently identified as salient in the lives of Latinx sexual minorities, the current paper will
review research pertaining to the following areas: 1) Latinx cultural factors (i.e., family,
immigration and acculturation, religion, machismo, coming out process and identity
development), 2) discrimination (i.e., minority stress and hate crimes the Orlando Pulse
nightclub shooting), and 3) Human Immunodeficiency Virus (HIV)/Acquired Immunodeficiency
Syndrome (AIDS). To my knowledge, no other review has synthesized the psychological
research literature pertaining to Latinx sexual minority men. It is my hope to provide a synthesis
of the current research literature, provide clinical recommendations, and suggest future
directions.
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Methodology
In order to identify relevant empirical research articles I conducted a search on two
common psychology research engines (i.e., PsycINFO and Google Scholar) on September 7th,
2017. Various iterations of the following terms were used in the search using and/or/+:
“Hispanic,” “Latino,” “Latinx,” “Man,” “Male,” “LGBT,” “Gay,” “Bisexual,” and “Sexual
minority.” The first Google Scholar and PsycInfo query yielded over 100,000 articles. In an
effort to limit the search, I narrowed the review to only include articles with the key words in the
title, resulting in a total of 310 articles (i.e., Google Scholar, n =168; PsycINFO, n =142). The set
of articles was further screened for relevance and duplication, and results were limited to peerreviewed published works. The Google Scholar search resulted in 49 quantitative articles and 27
qualitative articles. The PsycINFO search yielded 63 quantitative studies and 30 qualitative
studies. The current review provides a synthesis and overview of relevant research as categorized
in to the following themes: Latinx cultural factors (i.e., family, immigration and acculturation,
machismo, religion, and coming out/identity development), discrimination (i.e., minority stress
and Pulse Orlando Nightclub shooting), and HIV/AIDS.
Latinx Cultural Factors
La Familia
Latinx individuals are a heterogeneous group and it is important to acknowledge the
diversity of this population. However, there are constructs and cultural factors that continue to be
germane across countries, languages, and possibly generations (e.g., Añez, Paris, Bedregal,
Davidson, & Grilo, 2005; Colon, 2001). An important shared construct to highlight is La familia,
the family, which can be described as a cultural value of keeping relationships with immediate
and extended family members (Durate-Velez, Bernal, & Bonilla, 2010). Associated with la
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familia is a strong group and collectivistic orientation (Rinderle & Montoya, 2008). La familia
often serves as a form of pride for individuals that influences their ethnic identity formation
associated with food, music, celebrations, traditions, and family and friends (Rinderle &
Montoya, 2008). Although la familia can serve as a source of pride, it can also contribute to
detrimental mental and physical health concerns for sexual minority individuals. For example, a
qualitative study of 21 gay and bisexual Latinx men found that, thematically, the majority of the
sexual minority-related microaggressions they experienced were from their families (Li, Thing,
Galvan, Gonzalez, & Bluthenthal, 2016). Additionally, another qualitative study of 27 Latinx
sexual minority men found that being rejected by one’s family negatively affected selfperception, increased feelings of shame and insecurity, and alienation from self, family, and
community (Guarnero, 2007). Despite these findings, the Latinx community is following the
more general national trend of becoming more accepting of sexual minorities (Pew Hispanic
Center, 2012). For example, in 2006, 31% of the Latinx population opposed same-sex marriage,
whereas six years later, 52% favored same-sex marriage. Similarly, another cultural factor that
may be influenced by one’s family is immigration and reasons for moving to the United States
(U.S.) for Latin sexual minority men.
Immigration and Acculturation
Latinx sexual minority men emigrate to the U.S. for a variety of reasons (e.g., safety,
harassment, fear of being killed, sexual orientation liberation, educational attainment, financial
concerns, etc.). Once individuals emigrate to a different country, their acculturation process also
commences. The current section discusses research pertaining to the role of immigration and
acculturation within the context of this population.
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The U.S. receives thousands of applications for asylum from LGBT individuals around
the world, but only about 1,000 are granted. There are roughly 270,000 undocumented LGBT
immigrant adults in the U.S. (Gates, 2013; Pastrana et al., 2017). Asylum-seekers are constantly
arriving at the U.S./Mexico Border according to the National Immigrant Justice Center. Latinx
sexual minority individuals often seek refuge in the U.S. due to the oppression they may
encounter in their home countries (i.e., physical violence, stigma, and isolation; Morales, 2013).
Research indicates that Latinx sexual minority men often emigrate to the U.S. to “escape homonegativity and to achieve greater sexual freedom” (Bianchi et al., 2007; p. 1). Most recently, on
August 10th 2017, a caravan of transgender and gay Central American immigrants arrived at the
border with stories of abuse, torture, violence, and prosecution due to their gender and sexual
orientation identities (National Immigrant Justice Center, 2017). The National Immigrant Justice
Center press release quoted a trans woman form Nicaragua: “Where I come from physical,
psychological and verbal abuse is the norm for indigenous transwomen like me…I had to leave
my tribal community by the age of 12 or face the dangerous consequences at the hands of my
own tribal government, and that was just the beginning.” Yet, Latinx sexual minority men often
encounter challenges navigating the United States immigration system while attempting to obtain
a Visa or receive political asylum (e.g., language, sponsorship, financial concerns). Additionally,
the lack of transparency and communication in these processes often leads individuals to seek
alternative entry ways into the U.S. (Morales, 2013).
Once in the U.S., immigrants often face difficulty acculturating and navigating their
various social contexts given their existing multiple marginalized identities and newly engaged
minority identities (i.e., immigrant status) imposed upon arrival (Morales, Corbin-Gutierrez, &
Wang, 2013). For example, Morales (2013) argued that U.S. born Latinx sexual minorities often
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compartmentalize their identities into three different siloes: “the gay community, the Latino
community, and the predominantly heterosexual, White, mainstream society” (p. 180). These
silos each hold different value systems and cultural norms of conformity to which immigrant
Latinx sexual minority men must quickly accommodate. Additionally, issues related to housing,
job placement, health care, social support, and documentation status quickly become concerns
(Morales, Corbin-Gutierrez, & Wang, 2013).
To date, few research studies have examined the experiences of Latinx sexual minority
immigrants, even fewer have done so utilizing an intersectional lens that considered the multiple
marginalized identities this population possesses (i.e., ethnic minority, sexual minority,
immigrations status) and the ways in which “discrimination, residential segregation, decreased
access to services, and the impact of immigration policies” (Gray, Mendelsohn, & Omoto, 2015;
p. 203) may affect this group. One qualitative study identified four themes of challenges and
resilience shared among a sample of 13 Latinx sexual minority immigrant men (Gray,
Mendelsohn, & Omoto, 2015). The categories that emerged were: 1) a sense of connection and
disconnection with the LGBT community, 2) connection and disconnection from the Latinx
community, 3) intersectional awareness (i.e., being a minority within a minority within a
minority) and coping strategies, and 4) resilience and strength stemming from possessing
multiple identities (Gray et al., 2015). The authors highlighted the incongruence and value
conflicts experienced by participants in having to navigate the Latinx community and the
predominantly white LGBT community. Participants also shared feeling a sense of achievement
and empowerment by overcoming the adversity (i.e., the stigma and discrimination) they
experienced.
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Another qualitative study examined 11 Latinx immigrant (mostly from Mexico) gay men
and their experiences with adapting and transitioning to the U.S. (Morales et al., 2013).
Overlapping with the prior study, the authors identified the following themes: 1) strong reasons
for immigrating (i.e., safety, better financial stability), 2) conflict between cultural values and
sexual orientation, 3) difficulty with health care access, and 4) experiences of discrimination and
various coping strategies (Morales et al., 2013). The experience of emigrating to the U.S. poses
unique challenges (i.e., discrimination) to Latinx sexual minority men, and yet their narratives
include themes of strength and resilience when faced with adversity. Another commonality
appears to be that, after emigrating to the U.S., Latinx individuals begin an ongoing process of
navigating two or more cultures where they must find a balance between their traditional (home
culture) cultural values with the new host culture’s values (Glass & Owen, 2010).
Latinx individuals are also acculturated to varying degrees and acculturation has been
linked to myriad health outcomes. Acculturation can be described as the acquisition and adoption
of dominant cultural norms from the “core culture” (e.g., language, food, music, sports, and
dress; Lara, Gamboa, Kahramanian, Morales, & Bautista, 2005). Level of acculturation has been
associated with levels of sexually risky behaviors (e.g., varying degree of condom usage) with
Latinx sexual minority men (Zea, Reisen, & Diaz, 2003). For example, lower levels of
acculturation have predicted greater frequency of unprotected penetrative anal intercourse in
samples of Latinx gay and bisexual men (Nakamura & Zea, 2010). In addition, Latinx
individuals that report higher levels of acculturation are more likely to possess health insurance
(Lara et al., 2005). Scholars have also theorized that higher levels of acculturation are associated
with fluctuations in sexual identity integration for Latinx sexual minority men, such that being
more acculturated is linked with higher identification with the sexual minority community (Zea,
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Reisen, & Diaz, 2003). In further discussing Latinx cultural factors, machismo is another
understudied, yet important, construct that affects sexual minority Latinx men.
Machismo
Machismo can be described as a set of behaviors that dictate the “socially approved way
of being a Latinx man” (Estrada, Rigali, Arciniega, & Tracey, 2011; p. 358) and it has been
found to be related to positive and negative outcomes for Latinx men. For Latinx sexual minority
men, machismo can be described as the heteronormative set of acceptable behaviors of the male
gender role and associated expectations. Authors have argued that machismo creates two forms
of oppression for Latinx men, heterosexism or internalized heterosexism and sexual coercion.
These forms of oppressions (i.e., heterosexism and internalized heterosexism) and cultural
factors (i.e., machismo) may lead to increased risk of HIV due internalized heterosexism,
feelings of shame, and lower condom usage (VanOss Marín, 2003).
The construct of machismo has been vastly understudied within the context of sexual
minority Latinx men. In one study with 152 Mexican American gay men, the relationship
between machismo and aggression, risk taking, internalized heterosexism, and preferences for
sex (i.e., oral sex and inserter role vs. receptive role) was examined. Machismo was only found
to be related to higher levels of internalized heterosexism. No other associations were significant
(Estrada et al., 2011). Another study examined predictors of sexual risk infections of HIV with a
sample of Latinx men who have sex with men (MSM) and found that higher levels of selfreported machismo was related to having more sexual partners and a greater likelihood of
engaging in unprotected anal sex (Jamara, Kennamer, Poppen, Hendricks, & Bradford, 2005).
Similarly to machismo, religion and religiosity have been identified as possible risk factor for
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lower mental and sexual health concerns for Latinx sexual minorities (Severson, Muñoz-Laboy,
& Kaufman, 2014).
Religion
In 2010, 67% of Latinx individuals identified as Catholic (Funk & Martinez, 2014). I
define religion as a set of organized practices, beliefs, and rituals related to a Higher Power
(Koenig, McCullogh, & Larson, 2001). Similar to the other constructs described thus far,
research on the role of religion in the lives of Latinx sexual minority men is limited (Garcia,
Gray-Stanley, & Ramirez-Valles, 2008). In my review, I found one empirical study that
examined the role of religion, specifically Catholicism, across the lifespan with a sample of 66
Latinx gay men (Garcia et al., 2008). The authors used a life course perspective analysis to
further understand the trajectory, transitional points, and changes of religiosity in the lives of
Latinx sexual minority men.
The researchers identified several key transition points for the participants. During the
childhood stage (i.e., formative years to pre-teen years), the authors indicated that participants
shared religion being instilled by a mother or grandmother (e.g., “My mother always instilled
religion in me. She is very Catholic. There is no mass or rosary that she misses”; p. 6), through
formal education (e.g., “Catholic religion was an obligation, you’d get to school to pray before
class”; p. 6), and through culture (e.g., “it was the culture, the tradition, the social and moral
norms of a family”; p.7). At the adolescent stage (i.e., teenage and young adulthood years), most
of the participants shared coming to the realization of their sexual minority identity and
experiencing various forms of inner and external conflict. An important theme was trying to
reconcile their religion, which viewed sexual minority individuals as living in sin, with their
emerging sexual orientation identity. Feelings of shame, depression, and guilt were common
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among participants. Finally, during adulthood, participants shared various methods for resolving
their identity conflicts, such as abandoning the church and religion, remaining Catholic, joining
another religion or denomination, joining a nontraditional form of religion or spiritual group, and
abandoning any form of organized religion. The researchers asserted that, “religion, and
Catholicism in particular, is a source of values, morals, and strength. It is part of family, social
life, and cultural identity. At the same time, religion may be a source of conflict, pain, and
identity crisis” (p. 14).
Coming Out and Identity Development
Another salient theme for Latinx sexual minority men is their coming out narrative and
process. Coming out can be defined as a challenging process of integration and understanding of
one’s identity within the greater heteronormative society, that may or may not involve disclosure
of one’s sexual identity to others. Researchers have suggested that the coming out process for
PoC may be different than those of whites due to cultural pressures, norms, and expectations. As
a result, sexual minority PoC may not have similar levels of identity integration compared to
their white counterparts (Rosario et al., 2004). For example, Latinx sexual minority youth
disclose their identity to fewer people than white youth (Rosario et al., 2004).
As with the other themes discussed thus far, the existing literature on the coming out
process of Latinx sexual minority men is limited in quantity and scope. One qualitative study,
with six participants, examining working-class gay and bisexual Latinx men, found that family
plays a substantial role in sexual identity development and coming out. More specifically,
several participants reported receiving and internalizing negative messages related to being a
sexual minority from family members (Colon, 2001). One participant shared “my family acts as
if my sexual orientation does not exist. Moreover, I have no ongoing contact with my family. In
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this way, we can make sure that I remain invisible” (p. 86). In addition, participants shared
feeling lonely, inner conflict, abandonment, low self-esteem, and anxiety. Participants reported
negotiating and shifting between their various identities depending on their context in order to
“not look too Latino or gay” (p. 84). Concurrently, they also reported wanting to be true to both
identities (i.e., “I want to find a comfortable place where I can be both Puerto Rican and gay”; p.
86).
There is also limited research examining the sexual identity development of Latinx sexual
minority men. The majority of studies examining sexual identity development among
racial/ethnic minorities have tended to study them collectively, rather than by ethnic or racial
group. For example, Jamil and colleagues (2009) examined sexual and ethnic/racial identity
development with a sample of sexual minority African American and Latinx youth. A total of 22
participants were interviewed for the qualitative study. In their findings, sexual identity and
racial/ethnic identity were found to develop concurrently, but through different processes.
The authors identified four processes for sexual and racial/ethnic minority identity
development. The first stage was at the elementary and high school level and involved
participants becoming aware of their different identities (i.e., being racially/ethnically different
and not being heterosexual). The second stage involved initial development of the two identities
by seeking ways to connect with others that held similar identities. For instance, to explore their
racial/ethnic identities, participants connected with their family, peers of Color, and their
immediate racial/ethnic community. Participants explored their sexual minority identity by
searching for a sexual minority community through connecting with community organizations
and the Internet. In the third stage, participants reported experiences of oppression related to both
identities (i.e., racism from the white community and heterosexism from their community of
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Color). The final stage was characterized by feeling connected to both their racial/ethnic
community, through easily available resources, and to their sexual minority community, through
more distant sources (e.g., online chatrooms).
Discrimination
Minority Stress
Experiences of discrimination and stigma have been discussed as an aspect of every
theme presented thus far, indicating that these experiences are pervasive in the lives of sexual
minority Latinx men. The discrimination (i.e., heterosexism and racism) faced by Latinx sexual
minority men can be understood using the minority stress framework. The current section
reviews research related to heterosexism and racism and their links to various physical and
mental health outcomes.
Meyer (1995) described minority stress as a form of “psychosocial stress derived from a
minority status” (p. 38) where individuals that hold a socially marginalized identity experience
chronic forms of stress, proximal (e.g., being the target of verbal or physical abuse for being a
sexual minority) and distal (e.g., anti-LGBT legislation), leading to deleterious mental and
physical health outcomes. These experiences have a “unique, socioculturally-based, and long
lasting” (Szymanksi & Sung, 2010, p. 849) impact on the mental health of marginalized groups
as a result of living in an oppressive system (e.g., heterosexist or racist). To date, minority stress
has been linked with various outcomes with diverse sexual minority populations. For example,
minority stress has been linked with higher rates of substance use in a sample of Latinx and
Asian American sexual minorities (Cochran, Mays, Alegria, Ortega, & Takeuchi, 2007), higher
levels of psychological distress in a sample of Latinx sexual minority men (Sandfort, Melendez,
& Diaz, 2007), and lower levels of physical health in a sample of white, Black/African
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American, and Latinx sexual minorities (Frost, Lehavot, & Meyer, 2015). Additionally,
Hatzenbuehler (2009) developed the minority stress psychological mediation framework, which
postulates that minority stress affects three general psychological process (i.e., affective/coping,
cognitive, social processes) that cumulatively increase the risk of psychopathology.
Since Moradi, DeBlaere, and Huang (2010) called for a focus on the experiences of
sexual minority PoC, a growing body of research has started to examine minority stress in more
nuanced and intersectional ways. Increasingly, more studies have started examining minority
stress with sexual minority Latinx individuals in particular. For instance, Velez, Moradi, and
DeBlaere (2015) examined multiple forms of externalized and internalized experiences of
discrimination (i.e., racism and heterosexism), with a sample of 173 Latinx adults, and their links
to self-esteem, psychological distress, and life satisfaction. Their findings revealed that the
interaction of racist and heterosexist discrimination with internalized racism and heterosexism
negatively predicted self-esteem, life satisfaction, and psychological distress. Similarly, other
studies have found analogous patterns of results linking systemic oppression (i.e., heterosexism)
to social alienation, low self-esteem, and mental health concerns with Latinx sexual minority
men (Diaz et al., 2001).
Standfort, Melendez, and Diaz (2007) compared gender-conforming (n =659) and gender
non-conforming (n =246) sexual minority Latinx men and found that those identifying as gender
non-conforming reported greater instances of heterosexism, sexual abuse during their childhood,
and verbal/physical abuse. Additionally, they had higher levels of psychological distress
compared to their gender conforming counterparts. Another investigation (Reisen, Brooks, Zea,
Poppen, & Bianchi, 2013), with a sample of HIV-positive Latinx sexual minority men, found
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that the relationship between gender non-conformity and depression was positively mediated by
heterosexist discrimination.
Discrimination has also been found to be related to career development among this
population. One qualitative study examined the impact that experiences of discrimination have
on Latinx sexual minority youth’s career development. The qualitative study surveyed eight
Latinx sexual minority youth and identified the following themes: 1) knowing you are different,
2) within- group prejudice, 3) no restrictions to career choice, 4) intersecting developmental
tasks, 5) resilience in the face of heterosexism, and 6) contradictory identity management in the
workplace (Adams, Cahill, & Ackerlind, 2004).
As mentioned previously, minority stress can manifest in distal and proximal ways
through experiencing or witnessing violence. One form of violence that is often experienced by
LGBT PoC are hate crimes. Studies suggest, that sexual minorities are twice as likely to
experience a hate crime (i.e., Pulse Nightclub shooting) compared to their heterosexual
counterparts (Ramirez, Gonzalez, & Galupo, 2017).
Orlando Pulse Nightclub Shooting
In centralizing the experiences of Latinx sexual minorities, it is important to consider
how the mass shooting, and deadliest attack on LGBT people, on U.S. territory has affected this
population. The Pulse Nightclub shooting can be conceptualized through a minority stress lens
(Ramirez et al., 2017) which can also be viewed from a proximal perspective (e.g., sexual and
gender minorities living in Orlando or Latinx sexual and gender minorities) or distal (e.g., white
sexual and gender minority community) perspective. On June 12th, 2016, 49 individuals were
killed and 53 injured at the Pulse Nightclub during Latinx night as part of the Pride month’s
celebration (Hancock & Haldeman, 2017). Ninety percent of the fatally wounded were Latinx
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individuals (Sullivan & Hernandez, 2016). Since then, several studies have examined the impact
of the shooting more generally, but not all studies have specifically focused on Latinx sexual
minority people. One study by Hancock and Haldeman (2017) examined media coverage of the
Pulse Nightclub shooting. The article highlighted the narrow reporting and framing of the
massacre, specifically the failure to describe the incident within the contexts of racism,
heterosexism, and as a hate crime. The minimizing and exclusion of the targeted identities of this
tragedy further highlights the intersectional invisibility of this group. The victims of the Pulse
Nightclub Shooting included individuals with a variety of marginalized identities (i.e.,
immigrants, Spanish-speaking, undocumented; Acosta, 2016) that may have contributed to the
apparent invisibility of the victims in the media.
A qualitative study examined the lived experiences of LGBT PoC since the Pulse
Nightclub shooting (Ramirez et al., 2017). In this study, 94 LGBT PoC were surveyed about the
challenges encountered (i.e., “In light of the recent hate crime in Orlando, please describe the
ways that you felt challenged as an LGBT person of color”; p. 6) and sources of strength (i.e.,
“Considering the recent hate crime in Orlando, please describe the ways, if any, that you have
drawn strength as an LGBT person of color”; p. 16) since the shooting. They identified four
themes: 1) experiences of violence were not new for LGBT PoC; 2) participants personally
identified with the victims; 3) they expressed frustration with lack of intersectionality in the
media, within their communities, and personal relationships; and 4) they acknowledged diversity,
intersectionality, and heterogeneity within the LGBT PoC community. The authors stress that
participants felt invisible and frustrated during the incident.
Another qualitative study (Jackson, 2017) examined how the sexual minority community
coped with the Pulse Nightclub shooting in the 48 hours following the tragedy. The sample was a
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group of 33 graduate students that were part of an online sexual minority professional listserv.
One of the study’s central findings was that alternative forms of social support, such as virtual
communities, are important for individuals living in non-LGBT affirming communities during
times of crisis. The findings also revealed these additional themes: 1) emotional distress; 2)
personal significance; 3) feelings of in-group isolation and community connectedness, 4) selfcare and coping strategies, 5) the need for action, and 6) expressions of gratitude for the forum
(Jackson, 2017). Indeed, the current qualitative studies examining the Pulse Nightclub shooting
contribute significantly to the field by drawing attention to the lived experiences of impacted
populations during the tragedy and extending the literature on minority stress, but more
quantitative research is needed to keep diversifying and enhancing the psychological literature.
Finally, minority stress (i.e., internalized heterosexism) has been studied, and linked, with HIV
risk (e.g., Williamson, 2000).
HIV/AIDS
Consistent with the focus on negative outcomes when studying Latinx sexual minority
populations, HIV/AIDS research is abundant and “disproportionately applied to Latinx sexual
minorities” (Pastrana et al., 2017; p. 9). It remains important, however, to highlight the current
trends. According to the Center for Disease Control (CDC, 2016), in 2014, 24% of newly
diagnosed HIV infections were Latinx individuals. From that percentage, 84% were gay,
bisexual, or MSM. The CDC warns that if current infection rates continue, one in four Latinx
sexual minority men will be diagnosed with HIV within their lifespan. Bianchi and colleagues
(2004) argue that the AIDS epidemic has a “social shape” (p. 90) that affects sexual minority
men of Color disproportionately.
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Latinx sexual minority men have been considered one of the most vulnerable populations
for HIV risk infection within the U.S. (Arreola, Torsten, Neilands, Diaz, 2009) and have “higher
rates of seroprevalence, seroconversion, and unprotected anal intercourse with multiple partners”
(Ayala & Diaz, 2001; p. 60). Compared to whites MSM, Latinx MSM are less likely to get
tested, less knowledgeable about accessibility for antiretroviral treatment, and more likely to
delay care after a diagnosis (Gonzales et al., 2009). Latinx MSM are also more likely to have
greater misconceptions about HIV risk and infection diagnosis (e.g., Lopez-Quintero,
Shtarkshall, & Neumark, 2005), more likely to have been recently diagnosed with HIV, and not
have health insurance or Medicaid (Rajabiun et al., 2008). Latinx men also encounter difficulties
accessing pre-exposure prophylaxis (PrEP); structural barriers include: stigma, cost, and
concerns about treatment efficacy (e.g., Chadwick, Zelaya, & DeBlaere, 2018).
Scholars have discussed the barriers to testing, treatment, and adherence practices that
impact Latinx sexual minority men, such as prevention efforts not being culturally congruent
(i.e., culturally specific marketing), multiple forms of discrimination from various communities
(e.g., LGBT community and Latinx community), internalized homophobia, poverty, limited
health care access, lack of insurance (Vega, Spieldenner, DeLeon, Nieto, & Stroman, 2011;
Gonzales, Hendriksen, Collins, Durán, & Safrene, 2009), and prejudice from seronegative
counterparts (Molina & Ramirez-Valles, 2013). Immigrant documentation status also affects
testing behaviors. For example undocumented Latinx men are less likely to get tested for HIV
out of fear of interaction with formal systems (Dang, Giordano, & Kim, 2012), which has
obvious negative implications for appropriate diagnosis and treatment. Consequently, Latinx
men have a faster progression towards AIDS and have higher proportions of HIV/AIDS-related
deaths (Gonzalez et al., 2009).

20

Studies have examined various factors that predict an HIV/AIDS diagnosis (e.g., risky
sexual behavior, acculturation; e.g., Ramirez-Valles, Kunhs, Campbell, & Diaz, 2010; Rajabiun
et al., 2008). Researchers found that more acculturated HIV positive Latinx sexual minority men
tended to take better care of their health (e.g., engaging in treatment for their seropositive status)
and are engaged in better active coping strategies (e.g., seeking help and making a plan for
treatment) than individuals who reported lower levels of acculturation (Bianchi et al., 2004).
Researchers hypothesized the ability to speak English and navigate U.S. culture likely facilitated
Latinx sexual minority men’s ability to engage in better care, access better education and
information, and adopt U.S. cultural norms (e.g., healthy life-style, fitness; Bianchi et al., 2004).
Another study found that bilingual language exposure (i.e., speaking more Spanish) was related
with lower AIDS knowledge (e.g., general AIDS information and HIV transmission; Miller et
al., 2002).
Finally, in order to begin minimizing the medical and deficit framework that
contextualizes Latinx sexual minority men and HIV/AIDS, I discuss different ways to
understand these lived experiences. From a preventive perspective, critical potential points of
intervention exist for mental health professionals to reduce the HIV/AIDS health disparity. A
review of the literature conducted by Gonzalez and colleagues (2009) identified decreasing
levels of depression and substance use as potential points of action for therapists. The researchers
also recommended increasing treatment adherence, health literacy, and access to care as
additional pathways to decreasing the HIV/AIDS health disparity. Within the context of a
strengths-based approach, community involvement (i.e., activism and volunteerism) was
associated with lower levels of depression and isolation. Community involvement also buffered
the relationship between heterosexist stigma and self-esteem for HIV-positive Latinx sexual
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minority men, such that at low and medium levels of community involvement participants’ selfesteem decreases as their stigma increases (Ramirez-Valles, Fergus, Reisen, Poppen, & Zea,
2005).
Clinical Implications
Clinically, it is important to consider both external, or perceived, and internal forms of
racism and heterosexism in their links to distress and well-being (Velez et al., 2015). Racism and
heterosexism can be experienced concomitantly, and singularly, using various intersectionality
models (Parent, DeBlaere, Moradi, 2013). Recently, scholars (Grzanka & Miles, 2016) have
called on clinicians to incorporate more intersectionality paradigms into their clinical work
noting that clinicians should constantly be opposing oppressive power structures inside and
outside of the therapeutic dyads. Within the therapy working relationship, clinicians should focus
on opposing various of forms of discrimination (e.g., sexism, heterosexism, racism) in the
alliance (Grzanka & Miles, 2016). Outside of the clinical relationships, clinicians can engage in
“intersectional activism” (p.385) through coalition work that seeks to dismantle hegemonic
forces. Additionally, clinicians should also consider the role of systemic inequalities and how it
affects marginalized identities and communities (Grzanka & Miles, 2016).
Feminist psychotherapy (Enns, 1993) could provide useful framework in working with
Latinx queer men. Feminist therapy focuses on consciousness raising, deconstructing gender,
masculinity and femininity, gender role analysis, it is non-pathologizing, examines oppressive
power structures (i.e., the patriarchy), highlights strengths, and encourages empowerment (Enns,
1993). Additionally, feminist clinicians underscore the importance of connecting and
conceptualizing personal experiences of oppression within the context of the political realities
affecting marginalized groups (i.e., the personal is political; Habarth & Makhoulian, 2017).
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Kashubeck-West, Szymanski, and Meyer (2008) write that feminist strategies can be used to
decrease internalized heterosexism, specifically by bringing awareness to feelings of internalized
heterosexism, challenging those thoughts, providing space to explore the socioculturalpolitical
context, and offering strategies to cope with feelings of oppression. Of note, scholars have
highlighted that experiencing rejection from one’s community of color can be associated with
internalized heterosexism (Hernandez & Curiel, 2012).
To further minimize feelings of internalized heterosexism, clinicians can inquire about
coming out narratives, experiences of heterosexism within family, school, and religious
communities, and personal attitudes and possible stereotypes towards being a sexual minority
(Kashubeck-West, Szymanski, & Meyer, 2008). Given the saliency it may play in the lives of
Latinx sexual minority men, exploring the role of machismo could be one example of exploring
personal attitudes (Arciniega et al., 2008). Clinicians could explore machismo with their clients
to better understand their clients conceptualization of masculinity (Estrada et al., 2011) and how
it intersects with their sexual minority identity. These strategies could also be used to explore
forms of internalized racism.
Given the multiple systems of oppression that Latinx sexual minority men must navigate,
it is also important to consider, enhance, and affirm the resiliency this group possesses.
Resilience in therapy has been described as a way to increase self-efficacy, strengths, and
resources when encountered with adversity in efforts to promote well-being (Lightsey, 2006).
Several factors have been documented to promote resilience within the broader Latinx
population such as finding strength in family and familismo, religious communities and
involvement, and connection with ethnic identity (Bermudez & Mancini, 2013). Yet, authors
have recommended that clinicians be aware of their client’s relationship with their family of
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origin noting that disclosing one’s sexual minority identity to a Latinx family could put them in
jeopardy for various losses, such as relationships (Hernandez & Curiel, 2012). Additionally,
Comas-Diaz (2006) discussed Latino Ethnic Psychology as another way to adapt psychotherapy
for the Latinx community in efforts to increase resilience. Comas-Diaz (2006) highlights the
importance of incorporating culture and traditions such as dichos (sayings), spirituality, and
cuentos (stories) to promote healing and resilience in therapy.
Another way to foster resilience within this population is through facilitating selfdiscovery following experiences of discrimination. Self-discovery may include community
involvement, further strengthening of one’s identity, seeking informational support, and seeking
support via the Internet and in-person (Li et al., 2016). Additionally, several studies have
highlighted various effective therapeutic interventions in working with Latinx sexual minority
men, such as cognitive behavioral therapy (Li et al., 2016) and mindfulness as a form of coping
with discrimination (Thompson, Arnkoff, & Glass, 2011).
Increasingly more scholarly articles have started adapting evidence-based therapies for
diverse populations, such as Latinx sexual minorities. For example, Durate-Velez, Bernal, and
Bonilla (2010) wrote an article titled Culturally Adapted Cognitive-Behavioral Therapy:
Integrating Sexual, Spiritual, and Family Identities in an Evidence-Based Treatment of a
Depressed Adolescent. In the article, the authors discuss a case vignette of a Latinx young teen
working through sexual identity concerns while living in a machista, Christian, conservative
family. This case vignette emphasizes many of the Latinx-specific factors discussed in this
review. It provides a step-by-step framework for working with these relevant factors in a
culturally-congruent manner. The clinical example case adapted CBT, maintained fidelity to the
treatment protocol, and was flexible enough to address the client’s cultural values and norms.
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Although not all evidenced-based therapies have been validated with diverse populations, I wish
to highlight the importance of practicing ethically and competently with marginalized
communities.
I recommend that clinicians approach their work with Latinx sexual minority men, and
other diverse populations, using a cultural humility orientation and framework. Cultural humility
is defined as “the ability to maintain an interpersonal stance that is other-oriented (or open to the
other) in relation to aspects of cultural identity that are most important to the client” (Hook,
Davis, Owen, Worthington, & Utsey, 2013, p. 354). Using a cultural humility orientation allows
therapists to be more open, work collaboratively, and attend to the various intersecting identities
of their client that in turn may lead to a stronger working alliance. A culturally humble approach
to therapy encourages therapists to keep expanding their awareness of diverse populations and
also attune themselves to their client’s diverse context and experiences while being cognizant of
potential opportunities for cultural connection and exploration. Mosher, Hook, Captari, Davis,
DeBlaere, and Owen (2017) put forth a cultural humility framework to use in therapy with
diverse clients consisting of four parts: 1) assessing one’s biases to increase self-awareness and
introspection of one’s cultural identities, 2) foster the therapeutic bond, 3) admitting fault when a
cultural ruptures occurs and repairing it, and 4) working through differences in value systems.
The Patient Social Identity Assessment, The Clinician Social Identity Self-Assessment,
and the Intersectionality and Diagnosis Worksheet, developed by Dadlani, Overtree, and PerryJenkins (2012), has resources that can be used to facilitate dialogue between the client and
clinician in a way that promotes openness to issues of oppression and privilege. The authors also
promote continued self-evaluation of the clinician regarding their own experiences with privilege
and oppression. Dadlani and colleagues (2012) highlight four key principles regarding the

25

cultural context in therapy: 1) all clients have social identities that are affected by cultural
contexts, 2) identities are experienced concurrently, 3) clinicians have privilege and marginalized
identities that affect treatment, and 4) the social identities of the client and clinician affect the
working alliance. Considering these four key principles when working with Latinx sexual
minority men may help the clinician stay culturally humble and facilitate the therapeutic work.
Using these specialized assessments can provide clinicians with critical cultural
information about their clients for which they may not usually assess during the intake process.
Given the cultural factors discussed in this review, it is important to fully understand the
sociocultural context of clients and how it may be affecting the presenting concern(s). For
example, there are many cultural issues to consider when working with Latinx sexual minority
men, such as the multiple forms of oppression they experience (i.e., racial/ethnic and sexual
minority identity along with any other identities; Sager et al., 2001). Yet, it is also important to
empower the multiple identities of the clients by validating their experiences and facilitating
exploration and integration of identities (Sager et al., 2001). These resources can also provide
clinicians with more information about possible “blind spots” they may be missing that could be
important as part of the conceptualization of their clients.
This review only highlights some of the relevant factors affecting Latinx sexual minority
men. I encourage clinicians to consider these themes (i.e., Latinx cultural factors [family,
immigration and acculturation, machismo, religion], coming out/identity development, minority
stressors, and HIV/AIDS). Clinicians are also urged to consider other factors and presenting
concerns not discussed in this review.
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Future Directions and Conclusion
Further research is needed to continue increasing and diversifying the psychological
literature for Latinx sexual minority men and the larger Latinx sexual minority community. Zea,
Reisin, and Diaz (2003) discussed several methodological issues in research with Latinx sexual
minority men. For example, the researchers argue that participating in research is not a cultural
norm or value within the Latinx community. Historically, Latinx sexual minority men have often
been exploited for research purposes, which may increase their mistrust of engaging in research.
In their recommendations, the authors (Zea et al., 2003) suggest that culturally-specific values
need to be included throughout the entire research process ranging from theoretical foundations
of the study and the wording of items to the study advertisement materials. Within a broader
context, DeBlaere and colleagues (2010) discuss methodological issues in conducting research
with all LGBT PoC. The authors provide several recommendations and suggestions including: 1)
working collaboratively with the population of interest, 2) providing compensation through
honorariums or offering to donate to community organization, 3) fostering trust, 4) avoiding
oversampling, 5) sampling non-metropolitan areas, 6) engaging in Participatory Action
Research, and 7) sharing research findings with the community sampled. In reviewing the
literature, there is also a need for more quantitative research examining the unique experiences of
Latinx sexual minority men. I urge scholars to consider the aforementioned recommendations
and suggestions in their efforts to conduct research with sensitivity when studying this
population.
Although outside the scope of this review, I want to highlight the call and need for further
research and centralization of the experiences of sexual minority Latinx women. A cursory
search of articles using the search terms “Latina,” “Women,” “Female,” “LGBT,” and “Lesbian”
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in the title of research articles yielded 48 results. The limited number of research articles
examining the experiences of Latinx sexual minority women is representative of the
intersectional invisibility previously discussed, as this group also faces several oppressive
systems (i.e., sexism, racism, and heterosexism). Future studies, and theoretical papers, should
also attend to the experiences of Latinx trans and gender non-conforming individuals.
As outlined above there are a number of stressors, both physical and psychological,
affecting Latinx sexual minority men and “too much of it emphasizes oppression and
marginalization” (Pastrana et al., 2017, p.9). Therefore, it is important to contextualize their
experiences using a strengths-based resilience framework, rather than a deficit model. For
example, validating all of the client’s identities (e.g., Latinx identity, sexual minority identity,
seropositive identity, etc.) in therapy is necessary. I also recommend exploring with clients the
strategies they have used to navigate the various systems of oppression they encounter on a daily
basis as a way of highlighting their resilience. Additionally, community involvement and
connectedness has emerged as a source of support for individuals with marginalized identities.
For example, a study of 643 Latinx sexual minority and trans individuals found that those not
involved in community organizations experienced more racism and heterosexism which was, in
turn, linked to higher sexual activity under the influence of alcohol and drugs (i.e., higher sexual
risk behavior; Ramirez-Valles, Kuhns, Campbell, & Diaz, 2010). Therefore, serving as a
resource and helping clients get connected with community organizations is important.
Finally, Pastrana and colleagues (2017) write, “heterosexual Latinx communities fight for
racial justice and the larger white LGBT communities fight for sexual justice, the unique
experiences of Latinx LGBT’s go unvoiced” (p. 9). In this paper, by pulling themes from the
literature, I sought to begin creating space for Latinx sexual minority men within the psychology
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literature in hopes to provide several practice recommendations and increase awareness of the
challenges facing this population. In the words of Hillary Clinton, following the Pulse Nightclub
tragedy, “From Stonewall to Laramie and now Orlando. We’ve seen too many examples of how
the struggle to live freely, openly, and without fear has been met by violence. We have to stand
together. Be proud together.”

29

References
Acosta, K. L. (2016). Pulse: A Space for Resilience, A Home for the Brave. QED: A Journal in GLBTQ
Worldmaking, 3(3), 107-110.
Adams, E. M., Cahill, B. J., & Ackerlind, S. J. (2005). A qualitative study of Latino lesbian and gay
youths' experiences with discrimination and the career development process. Journal of
Vocational Behavior, 66(2), 199-218. doi:10.1016/j.jvb.2004.11.002
Añez, L. M., Paris, M. J., Bedregal, L. E., Davidson, L., & Grilo, C. M. (2005). Application of Cultural
Constructs in the Care of First Generation Latino Clients in a Community Mental Health
Setting. Journal of Psychiatric Practice, 11(4), 221-230. doi:10.1097/00131746-20050700000002
Arciniega, G. M., Anderson, T. C., Tovar-Blank, Z. G., & Tracey, T. G. (2008). Toward a fuller
conception of Machismo: Development of a traditional Machismo and Caballerismo
Scale. Journal of Counseling Psychology, 55(1), 19-33. doi:10.1037/0022-0167.55.1.19
Arreola, S. G., Neilands, T. B., & Díaz, R. (2009). Childhood sexual abuse and the sociocultural context
of sexual risk among adult Latino gay and bisexual Men. American Journal of Public
Health, 99(Suppl 2), S432-S438. doi:10.2105/AJPH.2008.138925
Ayala, G., & Díaz, R. (2001). Racism, poverty and other truths about sex: Race, class and HIV risk
among Latino gay men. Revista Interamericana De Psicología, 35(2), 59-77
Balsam, K. F., Molina, Y., Beadnell, B., Simoni, J., & Walters, K. (2011). Measuring multiple
minority stress: The LGBT People of Color Microaggressions Scale. Cultural Diversity and
Ethnic Minority Psychology, 17(2), 163-174. doi:10.1037/a0023244

30

Bermudez, J. M., & Mancini, J. A. (2013). Familias fuertes: Family resilience among Latinos. In D. S.
Becvar (Ed.), Handbook of Family Resilience. (pp. 215–227). New York, NY: Springer Science
+ Business Media. https://doi-org.ezproxy.gsu.edu/10.1007/978-1-4614-3917-2_13
Blalock, H. M. (1956). Economic discrimination and Negro increase. American Sociological
Review, 21584-588. doi:10.2307/2089093
Bianchi, F. T., Reisen, C. A., Zea, M. C., Poppen, P. J., Shedlin, M. G., & Penha, M. M. (2007). The
sexual experiences of Latino men who have sex with men who migrated to a gay epicentre in the
USA. Culture, Health & Sexuality, 9(5), 505-518. doi:10.1080/13691050701243547
Bianchi, F. T., Zea, M. C., Poppen, P. J., Reisen, C. A., & Echeverry, J. J. (2004). Coping as a mediator
of the impact of sociocultural factors on health behaviour among HIV-positive Latino gay
men. Psychology & Health, 19(1), 89-101. doi:10.1080/08870440410001655340
Calzada, E. J., Fernandez, Y., & Cortes, D. E. (2010). Incorporating the cultural value of respeto into a
framework of Latino parenting. Cultural Diversity and Ethnic Minority Psychology, 16(1), 7786. doi:10.1037/a0016071
Campón, R. R., & Carter, R. T. (2015). The Appropriated Racial Oppression Scale: Development and
preliminary validation. Cultural Diversity and Ethnic Minority Psychology, 21(4), 497-506.
doi:10.1037/cdp0000037
Centers for Disease Control and Prevention. (2008). HIV among Hispanics/
Latinos. Retrieved from http://www.cdc.gov/hiv/hispanics/index.htm
Center for Disease Control and Prevention. (2016). Trends in u.s. hiv diagnoses, 2005-2015. Retrieved
from https://www.cdc.gov/nchhstp/newsroom/docs/factsheets/hiv-data-trends-fact-sheet-508.pdf
Chadwick, C., Zelaya, D., & DeBlaere, C. (2018). When HIV seroconversion rates are decreasing in the
United States, why are they increasing for black and Latino men? In C. Stewart (Ed.), Lesbian,

31

gay, bisexual, and transgender Americans at risk: Problems and solutions: Adults, Generation X,
and Generation Y., Vol. 2. (pp. 249–273). Santa Barbara, CA: Praeger/ABC-CLIO.
Choi, A. Y., & Israel, T. (2016). Centralizing the psychology of sexual minority Asian and Pacific
Islander Americans. Psychology of Sexual Orientation and Gender Diversity, 3(3), 345-356.
doi:10.1037/sgd0000184
Chong, J. (2017, August 27). The Arpaio Pardon Dangerously Accelerates Trump’s Assault on the Rule
of Law. Retrieved September 20, 2017, from https://www.newyorker.com/news/news-desk/thearpaio-pardon-dangerously-accelerates-trumps-assault-on-the-rule-of-law
Cobb, C. L., Xie, D., Meca, A., & Schwartz, S. J. (2017). Acculturation, discrimination, and depression
among unauthorized Latinos/as in the United States. Cultural Diversity and Ethnic Minority
Psychology, 23(2), 258-268. doi:10.1037/cdp0000118
Cochran, S. D., Mays, V. M., Alegria, M., Ortega, A. N., & Takeuchi, D. (2007). Mental health and
substance use disorders among Latino and Asian American lesbian, gay, and bisexual
adults. Journal of Consulting and Clinical Psychology, 75(5), 785.
Colon, E. (2001). An ethnographic study of six Latino gay and bisexual men. Journal of Gay & Lesbian
Social Services: Issues In Practice, Policy & Research, 12(3-4), 77-92.
doi:10.1300/J041v12n03_06
Comas-Díaz, L. (2006). Latino healing: The integration of ethnic psychology into psychotherapy.
Psychotherapy: Theory, Research, Practice, Training, 43(4), 436–453. https://doiorg.ezproxy.gsu.edu/10.1037/0033-3204.43.4.436
Crocker, J., & Major, B. (1989). Social stigma and self-esteem: The self-protective properties of
stigma. Psychological Review, 96(4), 608-630. doi:10.1037/0033-295X.96.4.608

32

Dadlani, M. B., Overtree, C., & Perry-Jenkins, M. (2012). Culture at the center: A reformulation of
diagnostic assessment. Professional Psychology: Research and Practice, 43(3), 175-182.
doi:10.1037/a0028152
Dang, B. N., Giordano, T. P., & Kim, J. H. (2012). Sociocultural and structural barriers to care among
undocumented Latino immigrants with HIV infection. Journal of Immigrant And Minority
Health, 14(1), 124-131. doi:10.1007/s10903-011-9542-x
DeBlaere, C., Brewster, M. E., Sarkees, A., & Moradi, B. (2010). Conducting research with LGB people
of color: Methodological challenges and strategies. The Counseling Psychologist, 38(3), 331362. doi:10.1177/0011000009335257
Diamond, J. (2017, August 25). Trump signs directive banning transgender military recruits. Retrieved
September 20, 2017, from http://www.cnn.com/2017/08/25/politics/trump-transgendermilitary/index.html
Díaz, R. M., Ayala, G., Bein, E., Henne, J., & Marin, B. V. (2001). The impact of homophobia, poverty,
and racism on the mental health of gay and bisexual Latino men: Findings from 3 US
cities. American Journal of Public Health, 91(6), 927-932. doi:10.2105/AJPH.91.6.927
Duarté-Vélez, Y., Bernal, G., & Bonilla, K. (2010). Culturally adapted cognitive-behavioral therapy:
Integrating sexual, spiritual, and family identities in an evidence-based treatment of a depressed
Latino adolescent. Journal of Clinical Psychology, 66(8), 895-906. doi:10.1002/jclp.20710
Estrada, F., Rigali-Oiler, M., Arciniega, G. M., & Tracey, T. G. (2011). Machismo and Mexican
American men: An empirical understanding using a gay sample. Journal of Counseling
Psychology, 58(3), 358-367. doi:10.1037/a0023122

33

Enns, C. Z. (1993). Twenty years of feminist counseling and therapy: From naming biases to
implementing multifaceted practice. The Counseling Psychologist, 21(1), 3–87. https://doiorg.ezproxy.gsu.edu/10.1177/0011000093211001
Frost, D. M., Lehavot, K., & Meyer, I. H. (2015). Minority stress and physical health among sexual
minority individuals. Journal of Behavioral Medicine, 38(1),1-8.doi:10.1007/s10865-013-9523-8
Funk, C. & Martinez, J. (2014). Fewer Hispanics are catholic, so how can more catholics be Hispanic?
Pew Research Center. Retrieved from http://www.pewresearch.org/fact-tank/2014/05/07/fewerhispanics-are-catholic-so-how-can-more-catholics-be-hispanic/
García, D. I., Gray-Stanley, J., & Ramirez-Valles, J. (2008). 'The priest obviously doesn't know that I'm
gay': The religious and spiritual journeys of Latino gay men. Journal of Homosexuality, 55(3),
411-436. doi:10.1080/00918360802345149
Gates, G. (2013) LGBT adult immigrants in the united states. The Williams Institute. Retrieved form
https://williamsinstitute.law.ucla.edu/wp-content/uploads/LGBTImmigrants-Gates-Mar2013.pdf.
Glass, J., & Owen, J. (2010). Latino fathers: The relationship among machismo, acculturation, ethnic
identity, and paternal involvement. Psychology of Men & Masculinity, 11(4), 251-261.
doi:10.1037/a0021477
Gonzalez, J. S., Hendriksen, E. S., Collins, E. M., Durán, R. E., & Safren, S. A. (2009). Latinos and
HIV/AIDS: Examining factors related to disparity and identifying opportunities for psychosocial
intervention research. AIDS And Behavior, 13(3), 582-602. doi:10.1007/s10461-008-9402-4
Gray, N. N., Mendelsohn, D. M., & Omoto, A. M. (2015). Community connectedness, challenges, and
resilience among gay Latino immigrants. American Journal of Community Psychology, 55(1-2),
202-214. doi:10.1007/s10464-014-9697-4

34

Grzanka, P. R., & Miles, J. R. (2016). The problem with the phrase “intersecting identities”: LGBT
affirmative therapy, intersectionality, and neoliberalism. Sexuality Research & Social Policy: A
Journal of the NSRC, 13(4), 371–389. https://doi-org.ezproxy.gsu.edu/10.1007/s13178-0160240-2
Guarnero, P. A. (2007). Family and Community Influences on the Social and Sexual Lives of Latino
Gay Men. Journal of Transcultural Nursing, 18(1), 12-18. doi:10.1177/1043659606294195
Habarth, J., & Makhoulian, S. (2017). Feminist therapy. In The SAGE Encyclopedia of Abnormal and
Clinical Psychology, Vols. 1-7. Thousand Oaks, CA: SAGE Publications.
Hancock, K. A., & Haldeman, D. C. (2017). Between the lines: Media coverage of Orlando and
beyond. Psychology of Sexual Orientation and Gender Diversity, 4(2), 152-159.
doi:10.1037/sgd0000228
Hatzenbuehler, M. L. (2009). How does sexual minority stigma 'get under the skin'? A psychological
mediation framework. Psychological Bulletin, 135(5), 707-730. doi:10.1037/a0016441
Herek, G. M. (2004). Beyond “homophobia”: Thinking about sex- ual prejudice and sexual stigma in the
twenty-first century. Sexuality Research and Social Policy: A Journal of NSRC, 1, 6–24.
Herek, G. M., Capitanio, J. P., & Widaman, K. F. (2002). HIV-related stigma and knowledge in the
United States: Prevalence and trends, 1991︎1999. American Journal of Public Health, 92(3), 371377. doi:10.2105/ AJPH.92.3.371
Hernandez, A. M., & Curiel, Y. S. (2012). Entre nosotros: Exploring Latino diversity in family therapy
literature. Contemporary Family Therapy: An International Journal, 34(4), 516–533. https://doiorg.ezproxy.gsu.edu/10.1007/s10591-012-9208-4
Hipolito-Delgado, C. P. (2016). Internalized racism, perceived racism, and ethnic identity: Exploring
their relationship in Latina/o undergraduates. Journal of College Counseling, 19(2), 98-109.
doi:10.1002/jocc.12034
35

Hirai, M., Winkel, M. H., & Popan, J. R. (2014). The role of machismo in prejudice toward lesbians and
gay men: Personality traits as moderators. Personality and Individual Differences, 70105-110.
doi:10.1016/j.paid.2014.06.028
Hook, J. N., Davis, D. E., Owen, J., Worthington, E. J., & Utsey, S. O. (2013). Cultural humility:
Measuring openness to culturally diverse clients. Journal of Counseling Psychology, 60(3), 353366. doi:10.1037/a0032595
HRC. (2017). Being Latino/a & LGBTQ: An Introduction. Retrieved September 20, 2017, from
http://www.hrc.org/resources/being-latino-a-lgbtq-an-introduction
Itkowitz, C. (2017, January 20). Trump signs directive banning transgender military recruits. Retrieved
September 20, 2017, from https://www.washingtonpost.com/local/2017/liveupdates/politics/live-coverage-of-trumps-inauguration/lgbt-rights-page-disappears-from-whitehouse-web-site/?utm_term=.e154a4e87574
Jackson, S. D. (2017). 'Connection is the antidote': Psychological distress, emotional processing, and
virtual community building among LGBTQ students after the Orlando shooting. Psychology of
Sexual Orientation And Gender Diversity, 4(2), 160-168. doi:10.1037/sgd0000229
Jarama, S. L., Kennamer, J. D., Poppen, P. J., Hendricks, M., & Bradford, J. (2005). Psychosocial,
behavioral, and cultural predictors of sexual risk for HIV infection among latino men who have
sex with men. AIDS And Behavior, 9(4), 513-523. doi:10.1007/s10461-005-9022-1
Jamil, O. B., Harper, G. W., & Fernandez, M. I. (2009). Sexual and ethnic identity development among
gay–bisexual–questioning (GBQ) male ethnic minority adolescents. Cultural Diversity and
Ethnic Minority Psychology, 15(3), 203-214. doi:10.1037/a0014795
Kane, R., Nicoll, A., Kahn, E., Groves, S. (2012, June). Supporting and caring for our latino LGBT
youth. Human Rights Campaign. Retrieved from

36

https://assets.hrc.org//files/assets/resources/LatinoYouthReportFINAL.pdf?_ga=2.52946920.174457221.1507154897-666489465.1435012156
Kashubeck-West, S., Szymanski, D., & Meyer, J. (2008). Internalized heterosexism: Clinical
implications and training considerations. The Counseling Psychologist, 36(4), 615–630.
https://doi-org.ezproxy.gsu.edu/10.1177/0011000007309634
Koenig, H., Larson, D., & Larson, S. (2001) Religion and coping with serious medical illness. The
Annals of Pharmacotherapy. 35, 352-358
Lara, M., Gamboa, C., Kahramanian, M. I., Morales, L. S., & Bautista, D. H. (2005). Acculturation and
Latino health in the United States: A review of the literature and its sociopolitical
context. Annual Review of Public Health, 26,367-397.
doi:10.1146/annurev.publhealth.26.021304.144615
Lea, T., de Wit, J., & Reynolds, R. (2014). Minority stress in lesbian, gay, and bisexual young adults in
Australia: Associations with psychological distress, suicidality, and substance use. Archives of
Sexual Behavior, 43(8), 1571-1578. doi:10.1007/s10508-014-0266-6
Li, M. J., Thing, J. P., Galvan, F. H., Gonzalez, K. D., & Bluthenthal, R. N. (2017). Contextualising
family microaggressions and strategies of resilience among young gay and bisexual men of
Latino heritage. Culture, Health & Sexuality, 19(1), 107-120.
doi:10.1080/13691058.2016.1208273
Lightsey, O. R., Jr. (2006). Resilience, Meaning, and Well-Being. The Counseling Psychologist, 34(1),
96–107. https://doi-org.ezproxy.gsu.edu/10.1177/0011000005282369
Lopez-Quintero, C., Shtarkshall, R., & Neumark, Y. D. (2005). Barriers to HIV-Testing Among
Hispanics in the United States: Analysis of the National Health Interview Survey, 2000. AIDS
Patient Care And Stds, 19(10), 886-897. doi:10.1089/apc.2005.19.886

37

Meyer, I. H. (1995). Minority stress and mental health in gay men. Journal of Health And Social
Behavior, 36(1), 38-56. doi:10.2307/2137286
Miller, J. E., Guarnaccia, P. J., & Fasina, A. (2002). AIDS knowledge among Latinos: The roles of
language, culture, and socioeconomic status. Journal of Immigrant Health, 4(2), 63-72.
doi:10.1023/A:1014542324401
Molina, Y., & Ramirez-Valles, J. (2013). HIV/AIDS stigma: Measurement and relationships to psychobehavioral factors in Latino gay/bisexual men and transgender women. AIDS Care, 25(12),
1559-1568. doi:10.1080/09540121.2013.793268
Moradi, B., DeBlaere, C., & Huang, Y. (2010). Centralizing the experiences of LGB people of color in
counseling psychology ψ. The Counseling Psychologist, 38(3), 322-330.
doi:10.1177/0011000008330832
Morales, E. (2013). Latino Lesbian, gay, bisexual, and transgender immigrants in the United
States. Journal of LGBT Issues In Counseling, 7(2), 172-184.
doi:10.1080/15538605.2013.785467
Morales, A., Corbin-Gutierrez, E. E., & Wang, S. C. (2013). Latino, immigrant, and gay: A qualitative
study about their adaptation and transitions. Journal of LGBT Issues In Counseling, 7(2), 125142. doi:10.1080/15538605.2013.785380
Mosher, D. K., Hook, J. N., Captari, L. E., Davis, D. E., DeBlaere, C., & Owen, J. (2017). Cultural
humility: A therapeutic framework for engaging diverse clients. Practice Innovations, 2(4), 221–
233. https://doi-org.ezproxy.gsu.edu/10.1037/pri0000055
Nakamura, N., & Zea, M. C. (2010). Experiences of homonegativity and sexual risk behaviour in a
sample of Latino gay and bisexual men. Culture, Health & Sexuality, 12(1), 73-85.
doi:10.1080/13691050903089961

38

Parent, M. C., DeBlaere, C., & Moradi, B. (2013). Approaches to research on intersectionality:
Perspectives on gender, LGBT, and racial/ethnic identities. Sex Roles: A Journal of
Research, 68(11–12), 639–645. https://doi-org.ezproxy.gsu.edu/10.1007/s11199-013-0283-2
Pastrana Jr, A. J., Battle, J., & Harris, A. (2016). An Examination of Latinx LGBT Populations Across
the United States: Intersections of Race and Sexuality. Palgrave MacMillan.
Pew Hispanic Center. (2012, April 4). When labels don’t fit: Hispanics and their
views of identity. Washington, DC: Author.
Poppen, P. J., Reisen, C. A., Zea, M. C., Bianchi, F. T., & Echeverry, J. J. (2004). Predictors of
Unprotected Anal Intercourse Among HIV-Positive Latino Gay and Bisexual Men. AIDS And
Behavior, 8(4), 379-389. doi:10.1007/s10461-004-7322-5
Purdie-Vaughns, V., & Eibach, R. P. (2008). Intersectional invisibility: The distinctive advantages and
disadvantages of multiple subordinate-group identities. Sex Roles, 59(5-6), 377-391.
doi:10.1007/s11199-008-9424-4
Rajabiun, S., Rumptz, M. H., Felizzola, J., Frye, A., Relf, M., Yu, G., & Cunningham, W. E. (2008).
The impact of acculturation on Latinos’ perceived barriers to HIV primary care. Ethnicity &
Disease, 18(4), 403.
Ramierez, J., Gonzalez, K., & Galupo, P. (2017). Invisible during my own crisis: responses of LGBT
People of Color to the Orlando Shooting. Journal of Homosexuality, 1-21.
doi:10.1080/00918369.2017.1328217
Ramirez-Valles, J., Fergus, S., Reisen, C. A., Poppen, P. J., & Zea, M. C. (2005). Confronting Stigma:
Community Involvement and Psychological Well-Being Among HIV-Positive Latino Gay
Men. Hispanic Journal of Behavioral Sciences, 27(1), 101-119. doi:10.1177/0739986304270232

39

Ramirez-Valles, J., Kuhns, L. M., Campbell, R. T., & Diaz, R. M. (2010). Social integration and health:
Community involvement, stigmatized identities, and sexual risk in Latino sexual
minorities. Journal of Health And Social Behavior, 51(1), 30-47.
doi:10.1177/0022146509361176
Reisen, C. A., Brooks, K. D., Zea, M. C., Poppen, P. J., & Bianchi, F. T. (2013). Can additive measures
add to an intersectional understanding? Experiences of gay and ethnic discrimination among
HIV-positive Latino gay men. Cultural Diversity and Ethnic Minority Psychology, 19(2), 208217. doi:10.1037/a0031906
Rinderle, S., & Montoya, D. (2008). Hispanic/Latino identity labels: An examination of cultural values
and personal experiences. Howard Journal of Communications, 19(2), 144-164.
doi:10.1080/10646170801990953
Rosario, M., Schrimshaw, E. W., & Hunter, J. (2004). Ethnic/racial differences in the coming-out
process of lesbian, gay, and bisexual youths: A comparison of sexual identity development over
time. Cultural Diversity and Ethnic Minority Psychology, 10(3), 215-228. doi:10.1037/10999809.10.3.215
Sánchez, V. A. (2014). Latino Gay Men and Their Relationship to the Gay Movement, Latino
Communities, and Higher Education. The Vermont Connection, 35(1), 13.
Sandfort, T. M., Melendez, R. M., & Diaz, R. M. (2007). Gender nonconformity, homophobia, and
mental distress in latino gay and bisexual men. Journal of Sex Research, 44(2), 181-189.
doi:10.1080/00224490701263819
Sager, J. B., Schlimmer, E. A., & Hellmann, J. A. (2001). Latin American lesbian, gay, and bisexual
clients: Implications for counseling. The Journal of Humanistic Counseling, 40(1), 21-33.

40

Severson, N., Muñoz-Laboy, M., & Kaufman, R. (2014). ‘At times, I feel like I’m sinning’: The
paradoxical role of non-lesbian, gay, bisexual and transgender-affirming religion in the lives of
behaviourally-bisexual Latino men. Culture, Health & Sexuality, 16(2), 136-148.
doi:10.1080/13691058.2013.843722
Shear, M., & Hirschfeld-Davis, J. (2017, September 5). Trump signs directive banning transgender
military recruits. Retrieved September 20, 2017, from
https://www.nytimes.com/2017/09/05/us/politics/trump-daca-dreamersimmigration.html?mcubz=0
Sullivan, K. & Hernandez, A. (2016). Orlando’s latino community hit hard by massacre at nightclub.
The Washington Post. Retrieved from https://www.washingtonpost.com/national/among-thedead-in-orlando-massacre-many-from-the-latino-community/2016/06/13/8192e3a4-3186-11e68758-d58e76e11b12_story.html?utm_term=.64bd526d7e57
Szymanski, D. M. (2006). Does internalized heterosexism moderate the link between heterosexist events
and lesbians’ psychological distress? Sex Roles, 54, 227–234.
Szymanski, D. M., & Sung, M. R. (2010). Minority stress and psychological distress among Asian
American sexual minority persons. The Counseling Psychologist, 38(6), 848-872.
doi:10.1177/0011000010366167
The National Immigrant Justice Center (2017). Caravan of 16 transgender & gay central american
migrants seeking asylum to arrive at US-Mexico border. [Press release]. Retrieved from
http://www.immigrantjustice.org/press-releases/caravan-16-transgender-gay-central-americanmigrants-seeking-asylum-arrive-us-mexico
Thompson, R. W., D. B. Arnkoff, and C. R. Glass. 2011. “Conceptualizing Mindfulness and Acceptance
as Components of Psychological Resilience to Trauma.” Trauma, Violence, & Abuse 12 (4):

41

220–235.
Torres, J. B., Solberg, V. H., & Carlstrom, A. H. (2002). The myth of sameness among Latino men and
their machismo. American Journal of Orthopsychiatry, 72(2), 163-181. doi:10.1037/00029432.72.2.163
VanOss Marín, B. (2003). HIV prevention in the Hispanic community: Sex, culture, and
empowerment. Journal of Transcultural Nursing, 14(3), 186-192.
doi:10.1177/1043659603014003005
Vega, M. Y., Spieldenner, A. R., DeLeon, D., Nieto, B. X., & Stroman, C. A. (2011). SOMOS:
Evaluation of an HIV prevention intervention for Latino gay men. Health Education
Research, 26(3), 407-418. doi:10.1093/her/cyq068
Velez, B. L., Moradi, B., & DeBlaere, C. (2015). Multiple oppressions and the mental health of sexual
minority Latina/o individuals. The Counseling Psychologist, 43(1), 7-38.
doi:10.1177/0011000014542836
Walters, E., Jindasurat, C., & Wolfe, C. (2016). Lesbian, Gay, Bisexual, Transgender, Queer, and HIVAffected Hate Violence in 2015. National Coalition of Anti-Violence Programs (NCAVP). New
York, NY.
Williamson, I. R. (2000). Internalized homophobia and health issues affecting lesbians and gay
men. Health Education Research, 15(1), 97-107. doi:10.1093/her/15.1.97
Zea, M. C., Reisen, C. A., & Díaz, R. M. (2003). Methodological issues in research on sexual behavior
with Latino gay and bisexual men. American Journal of Community Psychology, 31(3-4), 281291. doi:10.1023/A:1023962805064

42

Zea, M. C., Reisen, C. A., Poppen, P. J., Bianchi, F. T., & Echeverry, J. J. (2005). Disclosure of HIV
Status and Psychological Well-Being Among Latino Gay and Bisexual Men. AIDS And
Behavior, 9(1), 15-26. doi:10.1007/s10461-005-1678-z

43

2 MINORITY STRESS: THE MINORITY STRESS PSYCHOLOGICAL MEDIATION
FRAMEWORK WITH A SAMPLE OF LATINX SEXUAL MINORITY MEN
Introduction
Sexual minority populations are at higher risk for developing physical and mental health
concerns such as cancer, cardiovascular disease, diabetes, obesity, substance use (e.g., alcohol
use and tobacco use), depression, anxiety, and body image concerns (e.g, Bentacourt, Green,
Carrillo, & Owusu Ananeh-Firempong, 2003; Atdjian & Vega, 2005). Many of these conditions
are likely due, at least in part, to identity-related stigma and marginalization related to enduring
or anticipating verbal, physical, and emotional abuse as a result of prejudicial behaviors from
others (e.g., Mayer, Bradford, Makadon, Stall, Goldhammer, & Landers, 2008). Social
determinants (e.g., lower levels of education and socioeconomic status), accessibility to health
care, and healthcare utilization (Bentacourt et al., 2003; Atdjian & Vega, 2005) have also been
shown to contribute to the health disparities observed with this population.
Beyond examinations of sexual minorities more broadly, scholars have called for further
attention to the experiences of sexual minority people who are also racial/ethnic minorities
(Mayer et al., 2008). Marginalized identities have been described as non-prototypical identities
(i.e., white and heterosexual) and individuals with multiple marginalized identities are argued to
experience intersectional invisibility (i.e., failure to recognize individuals with more than one
marginalized identity; e.g., African American woman) as a result (Purdie-Vaughns & Eibach,
2008). Intersectional invisibility has been offered as one reason for the lack of research with
sexual minority People of Color (PoC). In particular, research focused on the unique
discrimination experiences of sexual minority PoC, and their impact, is warranted (DeBlaere,
Brewster, Sarkees, & Moradi, 2010). Indeed, for populations living at the intersection of sexual
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and racial/ethnic minority identities, health disparities are anticipated to be higher and research
supports this assertion (e.g., Balsam, Molina, Beadnell, Simoni, & Walters, 2011). For example,
sexual minority Latinx men are more likely to abuse alcohol, least likely to have healthcare, and
more likely to delay or not seek healthcare compared to other sexual minority PoC (Krehely,
2009).
Latinx Sexual Minorities
Throughout the document, I refer to Latina/o individuals as Latinx (i.e., gender neutral or
non-binary word for Latina/o). The term Latinx is used to challenge heteronormative
understandings of gender binaries and serves as a way to celebrate the diversity of Latinx
individuals (Blackwell, Lopez, & Urrieta, 2017). Sexual minority is used throughout the
document as an umbrella term for the LGBTQ+ community to be more inclusive of diverse
sexual orientation identities.
The United States (U.S.) Census (2014) reports that an estimated 55 million Latinx
individuals currently reside in the U.S. Latinx individuals make up approximately 17% of the
U.S. population and about 34 million speak Spanish at home (U.S. Census, 2014). Additionally,
according to the University of California Los Angeles (UCLA) Williams Institute, approximately
4.3% (1.4 million) of the U.S. Latinx population identifies as a sexual minority person (Kastanis
& Gates, 2013). Yet, their experiences continue to be vastly understudied in the psychology
literature (Huang, Brewster, Moradi, Goodman, Wiseman, & Martin, 2010).
Minority Stress
Minority stress theory posits that having a marginalized or stigmatized identity creates
unique sociocultural chronic stressors, which impact mental and physical health (Meyer, 1995;
Frost, Lehavot, & Meyer, 2015). Some explicit forms of minority stress include discrimination,
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rejection, and violence (Meyer, 1995). These experiences are considered to be an additional form
of stress, beyond general life stressors, related to having a socially marginalized identity. Sexual
minorities experience stress related to having to cognitively negotiate their level of “outness,”
anticipating prejudice, and the potential self-devaluation related to internalized homophobia
(Frost et al., 2015). Minority stress is theorized to be inclusive of both distal and proximal
stressors that affect those with marginalized identities. Distal stressors are considered external
occurrences that may result in mental distress through systemic forms of heterosexism (e.g.,
Pulse nightclub shooting). Proximal stressors are considered to be stressors that are personal and
may re-trigger a past experience of victimization (e.g., being insulted or physically hurt for being
a sexual minority; Lick, Durso, & Johnson, 2013). Moreover, minority stress is pervasive and
experienced across life domains (e.g., employment, daily iterations; Mays & Cochran, 2001).
Researchers have also conceptualized minority stress as a form of insidious trauma, in that the
daily indignities and perpetual experiences of discrimination may lead to Post Traumatic Stress
Disorder (PTSD) symptoms (Robinson & Rubin, 2016). Therefore, I decided to focus on the
subliminal forms of everyday discrimination (i.e., microaggressions) to examine the
pervasiveness of these transgressions. The minority stress framework can inform our
understanding of the health disparities observed within the Latinx sexual minority population.
Psychological Mediation Framework
Hatzenbuehler (2009) proposed a theoretical psychological mediation framework to
further understand and conceptualize the mechanisms through which stigma-related stressors (i.e,
minority stress) are linked to mental health outcomes. Hatzenbuehler (2009) draws from an
interdisciplinary field of literature (i.e., psychiatric epidemiology; psychological processes;
stigma and stress) to develop the framework. He writes:
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“the psychological mediation framework …proposes three primary hypotheses: (a) sexual
minorities confront increased stress exposure resulting from stigma; (b) this stigma
related stress creates elevations (relative to heterosexuals) in general coping/emotional
regulation, social/interpersonal, and cognitive process conferring risk for
psychopathology; and (c) these processes in turn mediate the relationship between
stigma-related stress and psychopathology”(p. 707).
Or, “stress psychologicalà mediatorà psychopathology” (p. 708). To our knowledge,
Schwartz, Stratton, and Hart (2016) were the first to empirically test the full psychological
mediation framework, and they did so with a sample of predominantly white gay men (59%).
Most other studies have examined these different processes separately (Hatzenbuehler, 2009).
Schwartz and colleagues (2016) tested two mediation models using the psychological mediation
framework. The first model examined minority stress by examining current and past stigma as
independent variables predicting depression and anxiety. The second model, similar to the first
model, investigated the links between current and past stigma to sexual health. The authors found
that current and past stigma was positively indirectly related to psychological distress through
affective processes (e.g., rumination and avoidant coping) and social support. For the sexual
health model, current and past stigma was positively indirectly related to sexual health outcomes
through cognitive processes (e.g., hope and self-esteem). Their findings further elucidate the
complexity of the psychological mediation framework and warrants further exploration.
Minority Stress and Sexual Minority People of Color
Increasingly more studies have begun to attend to the experiences of sexual minority PoC
and minority stress. For example, Szymanski and Sung (2010) examined minority stressors (i.e.,
heterosexist events, racist events, heterosexism in communities of Color, racism in dating and
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close relationships, internalized heterosexism, “outness” to family, and “outness” to the world)
and correlates to psychological distress with a sample of Asian American sexual minorities.
Researchers found that heterosexism in communities of Color, racism in dating and close
relationships, internalized heterosexism, and outness to the world predicted psychological
distress. Additionally, Balsam and colleagues (2011) developed the Lesbian, Gay, Bisexual,
Trans (LGBT) People of Color Microaggressions scale (LGBT-PCMS) to assess the unique
microaggressions experienced by this group. The LGBT PCMS has three subscales: 1) racism
within the LGBT community, 2) heterosexism within communities of color, 3) racism in dating
and close relationships. The scale evidenced construct validity as each subscale and the total
score were positively correlated with measures of psychological distress. While new studies
continue to emerge, several scholars have highlighted the need for psychological research that
focuses on the experiences of persons who identify as both sexual minorities and PoC, as they
may experience distinctive forms of discrimination and stressors due to their multiple
marginalized identities (e.g., DeBlaere et al., 2010). Additional theoretical frameworks are
needed to conceptualize the “downstream health effects” of minority stressors for sexual
minority PoC (Cyrus, 2017).
Minority Stress and links to Mental Health and Substance Use
Numerous research studies have documented the link between minority stressors and
mental health outcomes (e.g., Balsam et al., 2011; Lewis, Derlega, Griffin, & Krowinski, 2003;
Meyer, 1995; Szymanski & Sung, 2010). One of the first studies to examine minority stress (i.e.,
internalized homophobia and experiences of stigma and prejudice) and various measures of
psychological distress (e.g., suicidal ideation, sexual health problems, guilt) found that minority
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stressors uniquely predicted psychological distress with a sample of predominantly white gay
men (Meyer, 1995).
Subsequent studies have further examined the role of minority stressors (e.g., internalized
homophobia, heterosexism) with various populations and outcomes: gay men and HIV risk
behavior, substance use, and symptoms of depression (e.g., Hatzenbuehler, Nolen-Hoeksema, &
Erickson, 2008), bisexual women and self-esteem and depression (e.g., Lambe, Cerezo, &
O'Shaughnessy, 2017), trans individuals and symptoms of depression (e.g., Hoy-Ellis &
Fredriksen-Goldsen, 2017), sexual minority PoC and psychological distress (e.g., Balsam et al.,
2011), sexual minority women of color and psychological distress (DeBlaere & Bertsch, 2013),
sexual minority Latinx individuals and psychological distress, life satisfaction, and self-esteem
(e.g., Velez, Moradi, & DeBlaere, 2014), and sexual minority Asian Americans and
psychological distress (Szymanski & Sung, 2011).
The links between minority stress and substance use have also been well documented in
the research literature (e.g., Cochran, Mays, Alegira, Ortega, & Takeuchi, 2007). For example,
Lehavot and Simoni (2011) examined the relationship between minority stressors (i.e, LGB
victimization, concealment, and internalized homophobia) and health-related outcomes (i.e.,
mental health problems and substance use) with a sample of sexual minority women (26% PoC;
i.e., 7% African American, 5% Latina, 3% Asian, 1% American Indian, 9% Multiracial, 1%
other). The authors tested social-psychological resources (i.e., social support and spirituality) as
mediators in the links between minority stressors (i.e, LGB victimization, concealment, and
internalized homophobia) and health-related outcomes (i.e., mental health problems and
substance use). Social-psychological resources were found to fully mediate the relationship
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between mental health and minority stressors. Social-psychological resources partially mediated
the relationship substance use and minority stressors.
The Substance Abuse and Mental Health Services Administration (SAMSHA) propagates
that there are deep disparities regarding substance abuse and substance abuse treatment among
racial/ethnic minorities describing cost and access to resources (e.g., health insurance) as factors
that widen this health disparities gap (SAMSHA, 2018). Of relevance, Latinx populations are
less likely to drink than non-Latinx populations yet, Latinx individuals that do drink tend to
consume alcohol at higher levels compared to their white counterparts. (SAMHSA, 2013).
SAMHSA calls for further study of substance use among ethnic/racial minorities and specifically
Latinx populations. Informed by Hatzenbuehler’s (2009) psychological mediation framework
(i.e., affective/coping, cognitive, social), a growing number of studies have begun to explore
alternative potential mediating variables in the links between minority stress and physical and
mental health outcomes in tandem.
Affective/Coping Processes
As part of the psychological mediation framework, Hatzenbuehler (2009) discussed
affective and coping processes as potential risk factors. Specifically, rumination was identified as
a type of emotional dysregulation (i.e., affective process) within the minority stress
psychological mediation framework that may negatively impact mental health (Hatzenbuehler,
2009). Rumination has been conceptualized as a form of emotional regulation characterized by
focusing on the causes and consequences of a stressor rather than solutions to the problem.
Managing a marginalized identity may require more resources to cope with stressors and may
lead individuals to engage in ruminative thought processes (i.e., causes and consequences of the
stressor rather than problem solving). Thus, having to manage the added minority stressors and
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possible ruminative thought processes might create a vulnerability to greater mental health
concerns (Kaufman et al., 2017).
The role of rumination has been explored in the minority stress-distress relationship. An
international study found that sexual orientation-related microaggressions were indirectly
positively related to symptoms of depression through rumination with a sample of sexual
minority youth in a predominantly Dutch sample (61.8%; Suriman .4%; Moroccan .4%;
Antillean or Aruban .04%; Turkish-Dutch .4%; Kaufman et al., 2007). In a longitudinal study
with youth (n = 1,065; 13.2% were non-Hispanic white, 11.8% were non-Hispanic Black, 57.3
were Hispanic/Latino, 2.3% were Asian/Pacific Islander, .2% were Native American, .8% were
Middle Eastern, 9.4% were biracial/multiracial, and 4.2% reported other; sexual minority
identity demographics were not reported) and adults (n = 1,132; 72% were non-Hispanic white,
9% were Hispanic/Latino, 7% were Black, 6% Asian/Pacific Islander, and 6% were multiracial
or other race/ethnicity; sexual minority identity demographics were not reported) found that
increased rumination was associated with greater self-reported exposure to stressful life events
for both samples. Furthermore, within the adult sample, rumination mediated the positive
relationship between reported stressors and symptoms of depression. Rumination mediated the
positive relationship between reported stressors and symptoms of anxiety for both samples
(Michl, McLaughlin, Sheperd, & Nolen-Hoeksema, 2013). Additionally, rumination was found
to explain the positive link between self-stigmatization and psychological distress with a sample
of sexual minority individuals (racial/ethnic background was not reported; Hatzenbuehler,
Dovidio, Nolen-Hoeksema, & Phills, 2009).
Minority stress has also been associated with potentially damaging forms of coping
(Hatzenbuehler, Nolen-Hoeksema, & Dovidio, 2009). Bandermann and Szymanski (2014) found
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that coping via detachment, internalization, and drug and alcohol use mediated the positive
relationship between minority stress (i.e., heterosexist discrimination) and PTSD symptoms with
a sample of LGB people (18% PoC; i.e., 4% African American/Black, 4% Asian
American/Pacific Islander, 82% white, 4% Latino/a, 1% Native American, 5% Multiracial, and
1% Other). Other researchers, with a sample of sexual minority women (19% PoC; i.e., 8%
Asian American/Pacific Islander, 2% African American/Black, 3% Hispanic/Latina, 1% Native
American, and 5% Multiracial) reported that avoidant coping mediated the positive relationship
between internalized heterosexism and psychological distress (Szymanski & Owens, 2008).
Likewise, maladaptive coping (i.e., detachment and internalization coping) mediated the positive
relationship between discrimination (i.e., internalized sexism and internalized heterosexism) and
psychological distress, and detachment coping also mediated the positive link between
externalized heterosexism and distress with a sample of sexual minority women (18% PoC; i.e.,
3% African American/Black, 2% Asian American/Pacific Islander, 5% Latina, 1% Native
American, 6% Multiracial, and 1% Other; Szymanski, Dunn, & Ikizler, 2014).
Given the uniqueness of minority stress, compared to general life stressors, coping
mechanisms for discrimination may vary from general coping methods as well. Wei, Alvarez,
Ku, Russell, and Bonnett (2010) created a Coping with Discrimination Scale (CDS), through a
four-part study with a sample of PoC. The CDS has five subscales: Education/Advocacy,
Internalization, Drug and Alcohol Use, Resistance, and Detachment. In their final study (i.e.,
Asian American 39%, African American 23%, Latino/a American, 22%, multiracial American,
13%, and Native American 1%; sexual minority identity was not reported), the authors found
that the CDS Detachment subscale predicted depression, CDS Internalization and Resistance
subscales predicted life satisfaction, and the Internalization and Detachment subscales predicted
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self-esteem. In addition to the affective/coping processes within the psychological mediation
framework, Hatzenbuehler (2009) also discussed the importance of cognitive processes.
Cognitive Processes
Hatzenbuehler (2009) identified hopelessness and self-esteem as possible cognitive
mediators in the link between minority stress and distress. Hopelessness, which has been
identified as a risk factor for depression, can be described as a belief that something bad will
occur without having any agency to change the event (Hatzenbuehler, 2009). Group comparison
studies have found that sexual minority individuals tend to report higher levels of hopelessness
and depressed mood than their heterosexual counterparts (e.g., Plöderl & Fartacek, 2005; Safren
& Heimberg, 1999). Hopelessness has also been found to be significantly related to suicidal
ideation with a sample of sexual minorities from German-speaking countries (Plöderl &
Fartacek, 2005) and sexual minority youth in the U.S. (Russell & Joyner, 2011). However, few
quantitative studies have examined hopelessness as a mediator and more studies are needed.
Self-esteem has also been examined in the link between minority stress and outcomes.
Szymanski and Gupta (2009) examined the intervening role of self-esteem in the links between
experiences of internalized racism and internalized heterosexism and psychological distress with
a sample of African American sexual minorities. Their findings revealed that self-esteem
partially mediated the positive relationship between internalized heterosexism, but not
internalized racism, and psychological distress. They also found that when internalized racism
and heterosexism were examined concomitantly, both significantly predicted lower self-esteem.
Researchers have found further support for the mediating role of self-esteem in the positive links
between minority stress (e.g., internalized heterosexism, perceived heterosexism) and
psychological distress and PTSD symptoms with a sample of sexual minority men (15% PoC:
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i.e., 2% African American/Black, 5% Asian American/Pacific Islander, 3% Hispanic/Latino, 1%
Native American, 3% Multiracial, and 1% Other; Szymanski & Carr, 2008) and samples of
sexual minority women (11% PoC; i.e., 2% African American/Black, 2% Asian
American/Pacific Islander, 4% Hispanic/Latina, 1% Native American, and 2% multiracial;
Szymanski & Kashubeck-West, 2008; 9% PoC; 2% African American/Black, 1% Asian
American/Pacific Islander, 3% Hispanic/Latina, and 3% Multiracial women; Szymanski &
Balsam, 2011). Additionally, Schwartz and colleagues (2016) found that a cognitive process
latent variable composed of hopelessness and self-esteem constructs mediated the positive link
between minority stress, measured with the Heterosexist, Harassment, Rejection and
Discrimination Scale (HHRDS; Szymanski, 2006) and with a single item asking participants
about previous stigma (i.e., “Before age 18, how many times were you made fun of, picked on,
pushed, shoved, hit, or threatened with harm because you were gay/bisexual?”) and sexual
health, measured with the International Index of Erectile Functioning for Men Who Have Sex
with Men (IIEF-MSM; Coyne et al., 2010) with a sample of sexual minority men (PoC 40.8%;
i.e., 6.7% Black, 14.2% East/Southeast/South Asian, 1.9% Middle Eastern/North African, 5.8%
Latin American, .9% Aboriginal/Metis/Inuit, and 11.3% Mixed race/Other). Finally, the third
process that Hatzenbuehler (2009) identified as part of the psychological mediation framework
was social support.
Social Processes
Hatzenbuehler (2009) identified social support as a strong mediating factor in the distress
to outcome link. Social support has consistently emerged as a key intervening variable in the
relationship between minority stress and outcomes. Schwartz and colleagues (2016) found that
low levels of social support mediated the positive link between minority stress and psychological
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distress with a sample of predominately white (59.2%) sexual minority men (40.8% PoC; i.e.,
6.7% Black, 14.2% East/Southeast/South Asian, 1.9% Middle Eastern/North African, 5.8% Latin
American, .9% Aboriginal/Metis/Inuit, and 11.3% Mixed race/Other). In a multiple mediation
model, Szymanski and Kashubeck-West (2008), found that minority stress was positively
indirectly related to greater psychological distress through lower self-esteem and less social
support with a sample of sexual minority women (11% PoC; i.e., 2% African American/Black,
2% Asian American/Pacific Islander, 4% Hispanic/Latina, 1% Native American, and 2%
multiracial). Examining these three psychological processes (i.e., affective/coping, cognitive and
social) in tandem is key for further understanding and providing empirical support for the
psychological mediation framework (Schwartz et al., 2016).
Present Study
The current study seeks to examine the experiences of Latinx sexual minority men using
the minority stress psychological mediation framework. To date, the psychological mediation
framework has only been tested empirically with a sample of predominantly white gay and
bisexual men (Schwartz et al., 2016). Minority stress (measured using the Heterosexist
Harassment, Rejection and Discrimination Scale, Syzmanski, 2006) was found to be indirectly
related to mental health outcomes (i.e., anxiety and depression) through affective (i.e.,
rumination and avoidant coping) and social processes. The second model revealed that minority
stress was indirectly related to sexual health through cognitive processes (i.e., hopelessness and
self-esteem). To my knowledge, since the development of the psychological mediation
framework, no studies have tested the full psychological mediation framework empirically with a
sample of sexual minority Latinx men. Acculturation will be tested as covariate given its
associations with increased psychological distress (Torres, Driscoll, & Voell, 2012) and
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substance use (e.g., Matthews, Li, Aranda, Torres, Vargas, & Conrad, 2014) within the Latinx
population. There is also previous research examining acculturation as a covariate on substance
use (Lamb, Brady, Gonazles, & Blashill, 2019).
The purpose of the current investigation is to examine the mediating roles of affective,
cognitive, and social processes in the link between minority stress (i.e., microaggressions in
sexual minority PoC) and psychological distress and substance use (alcohol use and nicotine
dependence). Additionally, given the established link in the literature between minority status
and alcohol use (e.g., Cochran, Mays, Alegira, Ortega, & Takeuchi, 2007), I will also test alcohol
use alone as an outcome variable. The primary aims of the study are the following:
Primary Aims and Hypotheses:
Aim 1: To examine intercorrelations between the constructs of interest:
Hypothesis 1: Microaggressions in sexual minority PoC (recent microaggressions,
lifetime microaggressions, and appraisal of microaggressions as stressful) will be
positively correlated with affective processes (i.e., rumination and maladaptive
coping), cognitive processes (i.e., low hope and low self-esteem), social support
processes (i.e., low social support), psychological distress, and substance use (i.e.,
higher alcohol and tobacco use).
Aim 2: To examine if affective (i.e., rumination and maladaptive coping), cognitive (i.e.,
low hope and low self-esteem), and social support processes (i.e., low social
support) mediate the relationship between microaggressions (recent, lifetime, and
appraisal) and psychological distress outcomes with sexual minority PoC. We will
also examine these relations controlling for the relationship between acculturation
and distress:
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Hypothesis 2: Coping/affective, cognitive, and social processes will mediate the
relationship between recent experiences of minority stress and psychological
distress (see proposed model - Figure 1).
Hypothesis 2a: Coping/affective, cognitive, and social processes will
mediate the relationship between recent experiences of minority stress and
psychological distress accounting for acculturation as a covariate (see proposed
model - Figure 2).
Hypothesis 3: Coping/affective, cognitive, and social processes will mediate the
relationship between lifetime experiences of minority stress and psychological
distress (see proposed model - Figure 1).
Hypothesis 3a: Coping/affective, cognitive, and social processes will
mediate the relationship between lifetime experiences of minority stress and
psychological distress accounting for acculturation as a covariate on
psychological distress (see proposed model - Figure 2).
Hypothesis 4: Coping/affective, cognitive, and social processes will mediate the
relationship between appraisal of stressful experiences of minority stress and
psychological distress (see proposed model - Figure 1).
Hypothesis 4a: Coping/affective, cognitive, and social processes will
mediate the relationship between appraisal of stressful experiences of minority
stress and psychological distress accounting for acculturation as a covariate on
psychological distress (see proposed model - Figure 2).
Aim 3: To examine if affective (i.e., rumination and maladaptive coping), cognitive (i.e.,
low hope and low self-esteem), and social support processes (i.e., low social support) will
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mediate the relationship between microaggressions (recent, lifetime, and appraisal) and
substance use (i.e., higher alcohol and nicotine dependence) outcomes with sexual
minority PoC. We will also examine these relations controlling for the relationship
between acculturation and substance use:
Hypothesis 5: Coping/affective, cognitive, and social processes will mediate the
relationship between recent experiences of minority stress and substance use (see
proposed model -Figure 3).
Hypothesis 5a: Coping/affective, cognitive, and social processes will
mediate the relationship between recent experiences of minority stress and
substance use accounting for acculturation as a covariate on substance use (see
proposed model -Figure 4).
Hypothesis 6: Coping/affective, cognitive, and social processes will mediate the
relationship between lifetime experiences of minority stress and substance use
(see proposed model -Figure 3).
Hypothesis 6a: Coping/affective, cognitive, and social processes will
mediate the relationship between lifetime experiences of minority stress and
substance use accounting for acculturation as a covariate on substance use (see
proposed model - Figure 4).
Hypothesis 7: Coping/affective, cognitive, and social processes will mediate the
relationship between appraisal of stressful experiences of minority stress and
substance use (see proposed model - Figure 3).
Hypothesis 7a: Coping/affective, cognitive, and social processes will
mediate the relationship between appraisal of stressful experiences of minority
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stress and substance use accounting for acculturation as a covariate on substance
use (see proposed model - Figure 4).
Aim 4: To examine if affective (i.e., rumination and maladaptive coping), cognitive (i.e.,
low hope and low self-esteem), and social support processes (i.e., low social support) will
mediate the relationship between microaggressions (recent, lifetime, and appraisal) and
alcohol use (i.e., higher alcohol) with sexual minority PoC. We will also examine these
relations controlling for the relationship between acculturation and alcohol use:
Hypothesis 8: Coping/affective, cognitive, and social processes will mediate the
relationship between recent experiences of minority stress and alcohol use (see
proposed model - Figure 5).
Hypothesis 8a: Coping/affective, cognitive, and social processes will
mediate the relationship between recent experiences of minority stress and alcohol
use accounting for acculturation as a covariate on alcohol use (see proposed
model - Figure 6).
Hypothesis 9: Coping/affective, cognitive, and social processes will mediate the
relationship between lifetime experiences of minority stress and alcohol use (see
proposed model - Figure 5).
Hypothesis 9a: Coping/affective, cognitive, and social processes will
mediate the relationship between lifetime experiences of minority stress and
alcohol use accounting for acculturation as a covariate on alcohol use (see
proposed model - Figure 6).
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Hypothesis 10: Coping/affective, cognitive, and social processes will mediate the
relationship between appraisal of stressful experiences of minority stress and
alcohol use (see proposed model - Figure 5).
Hypothesis 10a: Coping/affective, cognitive, and social processes will
mediate the relationship between appraisal of stressful experiences of minority
stress and alcohol use accounting for acculturation as a covariate on alcohol use
(see proposed model - Figure 6).
Previous longitudinal research supports the directionality of these relationships (i.e.,
“stress àpsychological mediator à psychopathology;” Hatzenbuehler, 2009; p. 708). For
example, Hatzenbuehler and colleagues (2008) found that rumination mediated the relationship
between stigma related stressors and depressive/anxious symptoms across time (five time points)
with a sample of 74 bereaved gay males that lost loved ones from AIDS. Another longitudinal
study reported that experiencing chronic stress increased rumination and as a result increased
depressive symptoms over the course of a year (Nolen-Hoeksema, Larson, & Grayson, 1999)
with a community sample of predominately white women.
Method
Participants
A total of 812 participants accessed the survey. Participants who completed less than
25% of survey items, excluding demographic items, were removed from the analyses. Three
questions were placed at the beginning of the survey to ensure participants met the inclusion
criteria (i.e., 1. Are you over the age of 18?; 2. Do you identify as a Hispanic or Latino/x?; 3.
The current study is for gay, bisexual, queer, and sexual minority men and other men who do not
use these terms but have same-sex attractions (e.g., men who have sex with men). Does this
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include you?). Participants that did not meet the inclusion criteria were routed to the end of the
survey via skip logic, which resulted in the removal of 407 participants. Additionally, three
validity questions (e.g., “please select strongly disagree”) were placed throughout the survey to
assess for errant responding and a total of 12 participants were removed because they responded
incorrectly to two questions. Thus, the final sample size used for the data analysis was 357.
A total of 357 Hispanic or Latino/x Americans with varying nationalities (e.g., Cuban,
Mexican, Nicaraguan, Puerto Rican, Venezuelan) participated in the online survey. Participants’
age ranged from 18 – 60 (M = 28.39; SD = 4.51). With regard to gender, 313 (87.7) identified as
a man, 25 identified as gender non-binary (7%), 17 identified as trans (4.8%), and 2 (.6%)
reported not identifying with any of the genders listed but chose not to disclose. For birth sex,
330 (92.4) reported male, 13 (3.6%) reported female, and 13 (3.6%) reported intersex. For sexual
orientation, 175 (49%) identified as bisexual, 84 (23.5%) identified as exclusively gay, 29 (8.1%)
identified as mostly gay, 23 (6.4%) identified as mostly heterosexual, 15 (4.2%) identified as
queer, 8 (2.2%) identified as exclusively heterosexual, 8 (2.2%) identified as asexual, 4 (1.1%)
identified as pansexual, 3 (.8%) identified as questioning, and 3 (.8%) reported not identifying
with the sexual orientations listed, but did not disclose. Regarding sexual experiences (e.g., anal
or oral sex), a total of 147 (41.2%) reported being only with men, 101 (28.3) reported being with
men and women, 97 (27.2%) reported being only with women, and 7 (2%) reported not having
sex with anyone. Regarding HIV status, 331 (92.7) reported being seronegative and 21 (5.9%)
reported being seropositive.
A total of 116 (32.5%) participants reported identifying as third generation, 76 (21.35)
were fourth generation, 73 (20.8%) were second generation, 49 (13.7% were fifth generation or
above, and 37 (10.4%) reported being first generation. With regard to social class, 193 (54.1%)
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participants reported identifying as middle class, 79 (22.1) reported being working class, 55
(15.4%) reported being upper middle class, 5 (18%) reported being lower class, and 4 (1.1%)
reported being upper class. For highest educational attainment, 159 (44.5%) participants reported
completing college, 77 (21.6%) reported completing professional/graduate school, 56 (15.7%)
reported completing some professional/graduate school, 37 (10.4%) reported completing some
college/technical school, 19 (5.3%) reported completing high school, 2 (.6%) reported
completing middle/junior school, and 1 (.3%) reported completing elementary school.
Several structural equation models will be used to test the minority stress psychological
mediation framework. Structural equation modeling is a commonly used technique to
parsimoniously examine interrelationships within variables. A strength of this methodology is
that it allows for the examination of relationships among latent constructs (Weston & Gore,
2006). Best practices recommend using multiple indicators or measures, usually three, to capture
the underlying construct being examined (Weston & Gore, 2006). In certain cases, researchers
can also use item parceling as indicators yet, there is much debate regarding item parceling as it
introduces possible subjective bias and the data should be “as close to the response of the
individual as possible” (Little, Cunningham, Shahar, & Widaman, 2002; p. 152). Further
recommendations for structural equation modeling suggest large sample sizes to yield sufficient
statistical power to conduct the analysis. Quintana and Maxwell (1999) recommended a
minimum of 300 to 1,000 for complex models (e.g., latent constructs). Results with sample sizes
smaller than 200 are discouraged due to insufficient precision (Quintana & Maxwell, 1999). Lee
(1992) reported the following guidelines for sample size: 100 = poor; 200 = fair; 300 = good;
500 = very good; 1000 ≥ excellent. Thus, the sample size of 357 is sufficiently adequate for
structural equation modeling.
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Procedure
The study was submitted for review through the Georgia State University Institutional
Review Board for approval. Participants were recruited via Amazon MTurk. Amazon MTurk has
yielded more diverse samples compared to other Internet samples and college samples. Studies
examining MTurk samples suggest that data obtained is as reliable as other sampling methods
(Buhrmester, Kwang, & Gosling, 2011). Payment incentives using MTurk were $2.00.
I utilized strategies recommended by DeBlaere, Brewster, Sarkees, and Moradi (2010) in
recruiting LGB PoC. For example, I did not use the LGB terminology in study recruitment
advertisement. Scholars have argued that the “LGB” terminology can be limiting and
identification as part of the LGB community varies for PoC. Rather, scholars suggest providing
terms beyond “LGB” or allowing participants to self-identify their sexual orientation identity
(DeBlaere et al., 2010). Therefore, I used the term “sexual minority” to be more inclusive of
diverse sexual orientation identities. The survey was developed via Qualtrics and participants
accessed the survey via the Internet.
Participants on Amazon Mturk read the following title: Examining the experiences of
Hispanic/Latino/x sexual minority (e.g., gay, bisexual, queer, or men who has sex with men)
men. Participants were provided with the following abstract with information about the study:
“You will be asked questions about your experiences as a Hispanic/Latino/x and being a sexual
minority (e.g., gay, bisexual, queer and men who have sex with men) or a man with same-sex
attractions. The study takes approximately 20-25 minutes to complete. Additionally, they were
provided with the following description: To participate in this study, you must be at least 18
years of age, English speaking, identity as Hispanic/Latino/x, and as a sexual minority (i.e., gay,
bisexual, queer or a man with same sex attractions). As a participant, you will complete an
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online survey. You will be asked about your experiences about your various identities. You will
also complete various questionnaires inquiring about social support, mental health, and
substance use. Your participation in this study will require about 20-25 minutes of your
time. About 400 people will participate in this study. You will be paid $2.00 for your
participation in this study if you meet criteria. This study received IRB approval from Georgia
State University.” Participants clicked on a link were directed to the informed consent form that
provided an overview of the study, their rights as a research subject (e.g., discontinuing
participation in the study at any time), information about confidentiality, and mental health
resources should they experience any distress. After reading the informed consent form,
participants indicated their agreement to be a part of the study. Screening questions were placed
at the beginning of the survey to ensure participants met the eligibility criteria (e.g., 18 or over,
identify as a sexual minority, etc.). Once endorsed, participants took the survey. All surveys were
administered exclusively in English. All data were stored in a firewall-protected computer and all
data are presented in aggregate form so that participants are not able to be linked to their
responses. The survey was randomized to control for order effects. Mental health resources were
provided at the end of the survey as a reminder.
Measures
Demographic Questionnaire. Research participants completed a questionnaire related to
demographics (e.g., age, gender, sexual orientation, religious affiliation, relationship status).
Acculturation. The Bidimensional Acculturation Scale (Marín & Gamba, 1996; BAS),
developed with a sample of Latinx residents from San Francisco, CA (sexual orientation was not
reported), was used to assess levels of acculturation for the current sample. The measure has 24
items that asses Hispanic (12 items) and non-Hispanic (12 items) levels of acculturation via
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Language use, Linguistic Proficiency, and Electronic Media use. Language Use responses range
from 1 (almost never) to 4 (almost always), Linguistic Proficiency responses range from 1 (very
poorly) to 4 (very well), and Electronic Media responses range from 1 (almost never) to 4
(almost always). Sample items include “How often do you think in Spanish?” (Hispanic domain)
“How often do you speak English?” (non-Hispanic domain). Participants obtain a score on both
domains with high scores on both domains suggesting high levels biculturalism. Construct
validity for the scale has been established through positive correlations with generation status,
time living in the U.S., and ethnic identity. Scale developers found acceptable reliability
estimates ranging from .90 and .96 for the Hispanic domain and Non-Hispanic domain,
respectively. A previous study with a sample of Latino sexual minority men found reliability
estimates of .85 for the Hispanic domain and .91 for the Non-Hispanic domain (Lamb et al.,
2019). For the current sample, Cronbach’s alpha was .92 for the Hispanic domain and .91 for the
Non-Hispanic domain.
Minority Stress. The LGBT People of Color Microaggressions Scale (Balsam et al.,
2011; LGBT-PCMS), developed with a sample of sexual minority PoC, was used to examine
experiences of discrimination. The measure has 18 items and contains three subscales: 1) Racism
within the LGBT Community, 2) Heterosexism within Communities of Color, 3) Racism in
Dating and Close Relationships. A modified form of the measure examining different response
categories assessing for frequency (i.e., within the past year - Recent and across the lifespanLifetime; Zelaya & DeBlaere, unpublished manuscript) was used in the study. The frequency
response categories rates items on a 6-point continuum: 1 (the event never happened) through 6
(the event happened almost all of the time/more than 70% of the time). Participants were also
asked to appraise how stressful (Appraisal) each item was ranging from 1 = not at all stressful to
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6 = extremely stressful. Sample items from the LGBT-PCMS are “Not being able to trust White
LGBT people,” “Not being accepted by other people of your race/ethnicity because you are
LGBT,” and “Being seen as a sex object by other LGBT people because of your race/ethnicity.”
Higher scores on the modified LGBT-PCMS indicate greater perceived microaggressions within
the past year and lifetime. On the appraisal measure, higher scores represent higher levels of
stress caused by the microaggression. Construct validity for the scale has been established for the
modified LGBT-PCMS as it has been positively correlated with higher levels of psychological
distress (Zelaya & DeBlaere, unpublished manuscript). Previous reliability estimates for the
modified LGBT PCMS have been .94, .95, and .96 for the Recent, Lifetime, and Appraisal
measure, respectively. For the Racism within the LGBT Community subscale reliability
estimates were from .91 (Recent), .90 (Lifetime), and .90 (Appraisal). For the Heterosexism in
Communities of Color subscale reliability estimates were .86 (Recent), .89 (Lifetime), and .89
(Appraisal). Finally, for the Racism in Dating and Close Relationships reliability estimates were
.87 (Recent), .80 (Lifetime), and .88 (Appraisal).
For the current study, reliability analyses for the Recent -LGBT-PCMS overall measure
was .97. Regarding subscale Cronbach’s alpha, values were .91 (Racism within the LGBT
Community subscale), .91 (Heterosexism in Communities of Color subscale), and .91 (Racism in
Dating and Close Relationships subscale). Reliability analyses for the Lifetime- LGBT-PCMS
overall measure was .96. The three subscales (i.e., Racism with the LGBT community [α=.90];
Heterosexism in Communities of Color [α=.90]; Racism in Dating and Close Relationships [α
=.90]) yielded acceptable values. Finally, Cronbach’s alpha for the Appraisal – LGBT PCMS
overall measure was .96. Cronbach’s alpha for the Racism with the LGBT community (α= .90),
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Heterosexism in Communities of Color (α= .90), and Racism in Dating and Close Relationships
(α= .90) subscales were also acceptable.
Psychological Processes
Affective/Coping processes. Rumination Response Scale (RRS) - Brooding (B) subscale
(5 items; Treynor et al., 2003), developed with a community sample (race/ethnicity and sexual
minority identity was not reported), was used to assess rumination. Items are rated on a 4-point
Likert-type scale from 1 (almost never) to 4 (almost always). Participants are asked to report
their thoughts over the past 90 days. A sample item from the RSS-B is “think about how sad you
feel.” Higher scores suggest higher levels of rumination. The RSS and the RSS-B have correlated
positively with symptoms of depression (Treynor et al., 2003) with the scale development
sample. Previous reliability (α= .93) for this scale has been evidenced with a sample of
predominately white gay and bisexual men (Schwartz et al., 2016). Within the current study,
internal consistency was acceptable (α= .78).
The Coping with Discrimination – Internalization (5 items) and Detachment (5 items)
subscales (Wei et al., 2010), developed with racial and ethnic minority college students (sexual
minority identity was not reported), was utilized to assess maladaptive coping styles. These two
scales have previously been used to examine maladaptive coping styles as part of the
psychological mediation framework (Szymanski, Dunn, & Ikizler, 2014). A sample item from
the Detachment subscale is “I do not talk with others about my feelings” and a sample item from
the Internalization subscale is “I believe I may have triggered the incident.” Items are rated on a
6-point Likert-type scale ranging from 1 (never like me) to 6 (always like me). Higher scores on
the Detachment and Internalization subscales indicate higher levels of detachment and
internalization. The scale was correlated in the expected directions with measures of depression,
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self-esteem, and life satisfaction (Wei et al., 2010). Internal reliabilities for the Detachment (α=
.83) and Internalization (α= .89) subscales were acceptable with a sample of sexual minority
women (18% PoC; 3% African American Black, 2% Asian American/Pacific Islander, 5%
Hispanic/Latina, 1% Native American, 6% multiracial, and 1% other; Szymanski, Dunn, Ikizler,
2014). With the present sample, reliability values for Coping with Discrimination –
Internalization (α= .81) and Detachment (α= .86) were acceptable.
Cognitive processes. The Herth Hope Index (HHI; Herth, 1992), developed with a
clinical sample of patients diagnosed with acute, chronic, and terminal diseases (race/ethnicity
and sexual minority identity was not reported), is a 12-item measure used to assess hope. The
HHI is an abbreviated version of the 30-item HHI. The HHI has three factors: temporality and
the future, positive readiness and expectancy, and interconnectedness. A Likert-type scale is used
to rate items from 1 (strongly disagree) to 4 (strongly agree). Example items include “I can see
possibilities in the midst of difficulties” and “I feel scared about my future.” Two items are
reversed scored. Higher scores on the HHI represent higher levels of hope. Convergent validity
for the HHI has been established through positive correlations with other measures of hope and
well-being (Herth, 1992). Validity for the HHI has been established through negative
associations with the Hopelessness Scales (Beck, Weissman, Lester, & Trexler, 1974). Previous
reliability estimate for this scale have yielded acceptable value (i.e., α= .80) with a sample of
predominately white gay and bisexual men (Schwartz, Stratton, & Hart, 2016). In the current
study, the internal consistency reliability value was .63.
The Rosenberg Self-Esteem Scale (RSES; Rosenberg, 1965), developed with a high
school sample (race/ethnicity and sexual minority identity was not reported), was used to assess
self-esteem. Items are rated on a 4-point Likert-type scale ranging from 1 (strongly agree) to 4
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(strongly disagree), four items are reversed scored. Example items include: “On the whole, I am
satisfied with myself” and “I certainly feel useless at times.” Higher scores on the measure
suggest higher levels of self-esteem. RSES scores have evidenced good construct validity
through negative correlations with psychological distress (e.g, Velez, Moradi, & DeBlaere,
2015). Reliability has also been supported with a sample of Latinx sexual minority individuals
(α=.87; Velez, Moradi, & DeBlaere, 2015). Cronbach’s alpha value for the RSES total score
with the present sample was .78.
Social processes. The Medical Outcomes Study Social Support Survey (MOS-SSS;
Sherbourne & Stewart, 1991), developed with a sample of patients with chronic conditions
(race/ethnicity and sexual minority identity was not reported), was used to assess multiple
dimensions of perceived social support. The original 19-item measure was comprised of four
subscales: 1) Tangible support, 2) Affectionate support, 3) Positive Social Interaction, 4)
Emotional/informational. Higher scores on the MOS-SSS suggest higher levels of perceived
social support. Items are rated on a five-point Likert-type scale ranging from 1 (none of the time)
to 5 (all of the time). Example items include “Someone to love and make you feel wanted” and
“Someone to confide in or talk to about yourself or your problems.” The abbreviated 12-item
version was utilized in the present study (Gjesfed, Greeno, & Kim, 2007). The abbreviated
version evidenced strong psychometric properties and retained the factor structure of the full
version of the measure. The MOS-SSS has been negatively correlated with loneliness and
positively correlated with emotional ties (Sherbourne & Stewart, 1991). Gjesfed et al. (2007)
found acceptable internal consistency reliability values (i.e., total score α= .94; tangible α =. 87;
affectionate α= .88; positive interaction α= .92; emotional-interaction α = .91) with a sample of
predominately white mothers. Cronbach’s alpha within the current sample were .69 (tangible
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subscale), .69 (affectionate subscale), .73 (positive interaction subscale), and .71 (emotionalinteraction subscale). For the overall measure Cronbach’s alpha was equal to .90.
Mental Health Outcome
Psychological distress. The Hopkins Symptoms Checklist-21 (Green et al., 1988),
developed with a sample of New Zealand and U.S. participants (race/ethnicity and sexual
minority identity not reported), was used to assess mental health concerns. The scale has 21
items and three subscales: Performance Difficulty, General Feelings of Distress, and Somatic
Distress. Participants are asked to rate items on a 4-point Likert-type scale ranging from 1 (not at
all) to 4 (extremely). Sample items include: “ feeling inferior to others” and “weakness in parts
of your body.” Higher scores on the HSCL-21 suggest higher levels of mental health concerns.
The HSCL-21 has been positively correlated with other forms of discrimination (e.g.,
heterosexism in communities of color; Szymanski & Sung, 2010). Previous acceptable reliability
estimates have been found with samples of sexual minority women of color (α= .91; DeBlaere et
al., 2014) and with a sample of sexual minority Latinx individuals (α = .93; Velez et al., 2015).
The subscales (i.e., Performance Difficulty [(α = .80], General Feelings of Distress [α = .87],
and Somatic Distress [α = .83]) have also yielded acceptable values (Deane, Leathem, Spicer,
1992). Internal consistency for the three subscales, in the current study, (Performance Difficulty
[α= .88]; General Feelings of Distress [α= .90]; Somatic Distress [α= .91]) and for the total
measure (α= .96) were acceptable.
Substance Use
Alcohol use. The Alcohol Use Disorder Identification Test: Self Report Version (AUDIT;
Saunders, Aasland, Babor, de la Fuente, & Grant, 1993) was used to measure alcohol use and
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specifically, hazardous drinking (i.e., risk of harmful consequences), dependence symptoms, and
harmful (i.e., damage to health- mental and physical health) alcohol use. The World Health
Organization (WHO) developed the AUDIT through a collaborative six country (i.e., Australia,
Bulgaria, Kenya, Mexico, Norway and USA; sexual minority identity not reported) project to
screen for hazardous and harmful alcohol use. The AUDIT is a 10-item measure with different
response categories for varying items. Responses range from 0 to 4 and sample items include:
“How many drinks containing alcohol do you have on a typical day when you are drinking?” and
“How often during the last year have you found that you were not able to stop drinking once you
had started?” Higher scores on the AUDIT indicate hazardous or harmful alcohol consumption.
The AUDIT has been positively correlated with a screening for drug use (Tebbe & Moradi,
2016) and experiences of discrimination (Hsiu-Lan & Mallinckrodt, 2015). Previous studies have
found acceptable internal reliability consistencies with varying samples: trans-identified
individuals (i.e., α=.87; Tebbe & Moradi, 2016) and Hispanic/Latinx students (α=.83; Hsiu-Lan
& Mallinckrodt, 2015). The Cronbach’s alpha for the current sample was equal to .92.
Tobacco use. The Fagerström Test for Nicotine Dependence (FTND; Heatherton,
Kozlowski, Frecker, Fagerstorm, 1991), developed with an adult sample of smokers
(race/ethnicity and sexual minority identity not reported), was used to assess dependence of
tobacco use. The FTND is a 6-item measure with different response categories for varying items.
Sample items include “At present, how long after waking up do you wait before having your first
cigarette” and “How many cigarettes do you smoke per day at present?” Higher scores indicate
higher levels of dependence. High scores on the FTND have been correlated with reduced mental
health (Pedersen & von Soest, 2009). Authors of the scale found an internal consistency of .61
(Heatherton et al., 1991) with a sample of adult smokers. Other studies have found alphas of .72
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in menthol smokers and .68 in non-menthol smokers in a sample of Native Hawaiians (44.1%),
Filipina/os (15.6%), and whites (40.3%; sexual minority identity not reported; Fagan et al.,
2015). The Cronbach’s alpha value for the current sample was equal to .30.
Analyses
Prior to moving forward with analyses, and consistent with prior studies (e.g., Schwartz
et al., 2016), the positively valenced measures (i.e., hope, self-esteem, and social support) were
multiplied by -1 in such a way that higher scores indicated more concerns and difficulty across
all variables. Multiplying the positively valenced measures by -1 placed all variables within the
same positive directionality path. Therefore, all hypothesized relationships will be positively
related to each other (e.g., low social support positively related to psychological distress).
The LGBT-PCMS subscales (i.e., Racism within the LGBT Community, Heterosexism
with Communities of Color, and Racism in Close Relationships and Dating; Balsam et al., 2011)
were used as indicators of the minority stress latent variable. The HHI (Herth, 1992) and the RSE
(Rosenberg, 1965) measures were used to form the cognitive processes latent variable. The
social processes latent variable was composed of the MOS social support survey subscales (i.e.,
Affectionate Support, Emotional/information Support, Positive Social Interaction, and Tangible
Support; Gjesfed et al, 2007). The Rumination Brooding subscale (Treynor et al., 2003) and the
Internalization and Detachment subscale from the Coping with Discrimination Scale (Wei et al.,
2010) were used as indicators for the affective/coping latent variable. The three subscales of the
HSCL-21 (i.e., Performance, General, and Somatic; Green et al., 1988) were used as indicators
for the mental health latent variable. The AUDIT (Saunders et al., 1993) and the FTND
(Heatherton et al., 1991) as indicators for the substance abuse latent variable. The two subscales
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of the Bidimensional Acculturation scale – Non-Hispanic Domain and Hispanic Domain will be
used as covariates on the outcome measures (Marín & Gamba, 1996; BAS).
Results
Patterns of missing data were examined. For individual cases, 41.7% (n =149) had no
missing data. To ensure that no patterns of missingness were influencing the data and that the
data were missing completely at random, the researcher used Little’s MCAR test (Schlomer,
Bauman, & Card, 2010). If Little’s MCAR test is not significant, one can assume that the data
are missing completely at random; MCAR for the current study was not significant (χ2[20934] =
20,666.31, p = .905).
Full Information Maximum Likelihood (FIML) was used to handle missing data. FIML
does not impute or replace missing data. Rather it uses all available item level data in the
analysis model. Using FIML helps prevent loss of power from missing scores (Mazza, Enders, &
Ruehlman, 2015). Additionally, the researcher examined possible violations of univariate (e.g.,
skewness > |3.00| and kurtosis > |10.00|; Weston & Gore, 2006) and multivariate (e.g.,
multicollinearity [bivariate correlations higher than r = .85]; Weston & Gore, 2006) normality
assumptions. In the current study univariate and multivariate assumptions were met. Descriptive
statistics and bivariate correlations for all the scales were examined and are reported in Table 1.
Latent variables were created for all the scales. The researcher used the following fit indices to
determine model fit: 1) Chi-Square, 2) Comparative Fit Index (CFI), 3) Root-Mean-Square Error
of Approximation (RMSEA), and 4) Standardized Root-Mean-Square Residual (SRMR; Hooper,
Coughlan, & Mullen, 2008). Values of CFI ≥ .90, SRMR ≤ .08 (Hu & Bentler, 1999), RMSEA
≤.08 (MacCallum, Browne, & Sugawara, 1996), and a non-significant Chi-Square (Tabachnick
& Fidell, 2007) are indicators of acceptable model fit.
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Indirect effects were considered significant if the 95% bias-corrected confidence interval
does not include zero (Mooney & Duval, 1993) with 1,000 bias-corrected bootstrapped samples.
SPSS 25.00 and Mplus version 8.2 software (Muthén & Muthén, 2017) were used for the
analyses. The results presented below are standardized solutions.
Model 1: Recent Experiences of Minority Stress on Psychological Distress via Affective,
Cognitive, and Social Process
Prior to examining the structural models to test the relationship between the constructs of
interests, measurement models were evaluated to test the relationship between the observed
variables (i.e., items) to the constructs of interest (i.e., latent variables; Weston & Gore, 2006).
Model fit was poor (χ2[3730] = 8129.62, p < .01, RMSEA = .06, [CI: .05, .06], SRMR = .12, CFI
= .78). Yet, all standardized factor loadings for the observed variables significantly loaded onto
their respective constructs (recent minority stress latent variable = .60 to .82, p <.001; cognitive
processes latent variable = .18 to .63, p <.001; social processes latent variable = .58 to .71, p
<.001; affective processes latent variable = .42 to .78, p <.001; psychological distress latent
variable = .68 to .79, p <.001).
The structural model provided good fit to the data (χ2[80] = 251.70, p < .01, RMSEA =
.07, [CI: .06, .08], SRMR = .08, CFI = .96). The indirect effects from recent minority stress to
psychological distress through affective, cognitive, and social process was significant (β = .68,
SE = .06, p<.01). The direct effect was not significant. When specific indirect effects were
examined separately, affective processes (β = .62, SE = .07, p<.01, [CI: .60, .89]) and cognitive
processes (β = .06, SE = .02, p<.01, [CI: .02, .20]) mediated the relationship between recent
minority stress and psychological distress. Whereas, the indirect effect through social processes
was not significant. The model explained 64% of the variance in affective process, 25% of the
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variance in cognitive processes, 1% of the variance in social processes, and 87% of the variance
in psychological distress. The results are also presented in Table 2 and Figure 7.
The measurement model was re-run with acculturation. Model fit was poor (χ2[6089] =
14,722.59, p < .01, RMSEA = .06, [CI: .06, .06], SRMR = .13, CFI = .67). All standardized
factor loadings were significant (recent minority stress latent variable = .60 to .83, p <.001;
cognitive processes latent variable = .18 to .63, p <.001; social processes latent variable = .58 to
.71, p <.001; affective processes latent variable = .42 to .78, p <.001; psychological distress
latent variable = .68 to .79, p <.001; acculturation latent variable = .11 to -.80, p <.001).
When the structural model was run with the two subscales (i.e., non-Hispanic and
Hispanic domain) of acculturation as covariates, model fit declined (χ2[108] = 399.86, p < .01,
RMSEA = .08 [CI: .07, .09], SRMR = .12, CFI = .93). The indirect effects from recent minority
stress to psychological distress through affective, cognitive, and social process was significant (β
= .67, SE = .06, p<.01), but the direct effect was not significant. When specific indirect effects
were examined separately, affective processes (β = .64, SE = .06, p<.01, [CI: .62, .91]) and
cognitive processes (β = .06, SE = .02, p<.01, [CI: .02, .19]) mediated the relationship between
recent minority stress and psychological distress. This model accounted for 63% of the variance
in affective processes, 24% of the variance in cognitive processes, 1% of the variance in social
processes, and 88% of the variance in psychological distress. The results are presented in Table 3
and Figure 8.
The Satorra–Bentler scaled chi-square difference test (Td) was used to determine which
structural model (i.e., without acculturation as a covariate and with acculturation as a covariate
on psychological distress) was a better fit to the data (Bruin, 2006; Satorra & Bentler, 2010).
Results found a significant difference between the two models (Td (28) = 152.07, p <.01). A
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significant p-value suggests that I retain the more parsimonious model (i.e., the model with the
smallest chi-square). Additionally, change in CFI was also used to compare models. Specifically,
a ΔCFI ≤ .01 suggest evidence of little of difference (Cheung & Rensvold, 2002). CFI
comparison found that the two models significantly varied (ΔCFI =.03). Therefore, the original
model (without the covariates) was retained.
Model 2: Lifetime Experiences of Minority Stress on Psychological Distress via Affective,
Cognitive, and Social Process
The measurement model fit yielded poor fit to the data (χ2[3730] = 7983.25, p < .01,
RMSEA = .05, [CI: .05, .06], SRMR = .12, CFI = .78). Yet, all standardized factor loadings for
the observed variables significantly loaded onto their respective constructs (lifetime minority
stress latent variable = .65 to .83, p <.001; cognitive processes latent variable = .18 to .63, p
<.001; social processes latent variable = .58 to .71, p <.001; affective processes latent variable =
.42 to .78, p <.001; psychological distress latent variable = .68 to .79, p <.001).
The structural model provided good fit to the data (χ2[80] = 240.65, p < .01, RMSEA =
.07, [CI: .06, .09], SRMR = .08, CFI = .96). The indirect effects from lifetime minority stress to
psychological distress through affective, cognitive, and social process was significant (β = .67,
SE =. 06, p<.01). The direct effect was not significant. When the mediators were examined
separately, the relationship between lifetime minority stress and psychological distress was
mediated via affective processes (β = .61, SE = .06, p<.01, [CI: .60, .88]) and cognitive
processes (β = .06, SE = .02, p<.01, [CI: .02, .21]), respectively. Social processes did not emerge
as an intervening variable between lifetime minority stress and psychological distress. The model
explained 63% of the variance in affective processes, 24% of the variance in cognitive processes,
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4% of the variance in social processes, and 88% of the variance in psychological distress. The
results are also presented in Table 2 and Figure 9.
The measurement model with acculturation yielded a poor fit to the data (χ2[6089] =
14,596.32, p < .01, RMSEA = .06, [CI: .06, .06], SRMR = .13, CFI = .67). Again, all
standardized factor loadings were significant (lifetime minority stress latent variable = .65 to .83,
p <.001; cognitive processes latent variable = .18 to .63, p <.001; social processes latent variable
= .58 to .71, p <.001; affective processes latent variable = .42 to .78, p <.001; psychological
distress latent variable = .68 to .79, p <.001; acculturation latent variable = .11 to -.80, p <.001).
The structural model was repeated using the BAS subscales: Hispanic Domain and NonHispanic Domain as covariates on psychological distress. Model fit indices indicated a slightly
poorer fit to the data (χ2[108] = 388.47, p < .01, RMSEA = .08 [CI: .07, .09], SRMR = .12, CFI
= .93). Only, the total indirect effects (β = .68, SE = .06, p<.01) were significant. The direct
effect was not significant. Similar to the previous model, affective processes (β = .63, SE = .06,
p<.01, [CI: .61, .90]) and cognitive processes (β = .06, SE = .02, p<.01, [CI: .01, .19]) mediated
the relationship between lifetime minority stress and psychological processes. No other indirect
effect was significant. The model explained 63% of the variance in affective processes, 23% of
the variance in cognitive processes, 4% of the variance in social processes, and 88% of the
variance in psychological distress. The results are presented in Table 3 and Figure 10. The
Satorra–Bentler scaled chi-square difference test (Td (28) = 152.45, p <.01) was significant.
Additionally, CFI comparison indicated a significant difference (ΔCFI =.03). As a result of both
these tests, I retained the original model.
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Model 3: Appraisal of Minority Stress on Psychological Distress via Affective, Cognitive,
and Social Process
Measurement model fit was a poor fit to the data (χ2[3730] = 7981.55, p < .01, RMSEA =
.05, [CI: .05, .06], SRMR = .11, CFI = .78). Yet, all standardized factor loadings for the observed
variables significantly loaded onto their respective constructs (appraisal minority stress latent
variable = .69 to .82, p <.001; cognitive processes latent variable = .18 to .63, p <.001; social
processes latent variable = .58 to .71, p <.001; affective processes latent variable = .42 to .78, p
<.001; psychological distress latent variable = .68 to .79, p <.001).
The structural model provided good fit to the data (χ2[80] = 248.65, p < .01, RMSEA =
.07 [CI: .06, .08], SRMR = .08, CFI = .96). The indirect pathways from appraisal of minority
stress to psychological distress via affective, cognitive, and social processes were significant (β =
.66, SE = .06, p<.01). The direct effect was not significant. Appraisal of minority stress was
indirectly associated with psychological distress via affective processes (β = .59, SE = .10,
p<.01, [CI: .57, .88]) and cognitive processes (β = .06, SE = .02, p<.01, [CI: .02, .20]). The
indirect effect for social processes was not significant. The model explained 60% of the variance
in affective processes, 26% of the variance in cognitive processes, 1% of the variance in social
processes, and 88% of the variance in psychological distress. The results are also presented in
Table 2 and Figure 11.
The measurement model was re-run with acculturation. Again, model fit was poor
(χ2[6089] = 14,576.34, p < .01, RMSEA = .06, [CI: .06, .06], SRMR = .12, CFI = .67). All
standardized factor loadings were significant (appraisal minority stress latent variable = .69 to
.82, p <.001; cognitive processes latent variable = .18 to 63, p <.001; social processes latent
variable = .58 to .71, p <.001; affective processes latent variable = .42 to .78, p <.001;
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psychological distress latent variable = .68 to .79, p <.001; acculturation latent variable = .11 to .80, p <.001).
When the acculturation subscales (i.e., Hispanic and non-Hispanic domains) were added
as covariates, structural model fit declined (χ2[108] = 401.59, p < .01, RMSEA = .08 [CI: .07,
.09], SRMR = .11, CFI = .92). The total indirect effects (β = .67, SE = .06, p<.01) were
significant and the direct effect was not significant. When the indirect effects were examined
separately, affective processes (β = .60, SE = .06, p<.01, [CI: .59, .90]) and cognitive processes
(β = .06, SE = .02, p<.01, [CI: .01, .20]) significantly mediated the relationship between
appraisal of minority stress and psychological distress. This model explained 59% of the
variance in affective processes, 26% of the variance in cognitive processes, 1% of the variance in
social processes, and 88% of the variance in psychological distress. The results are also
presented in Table 3 and Figure 12. The Satorra–Bentler scaled chi-square difference test (Td
(28) = 166.76, p <.01) and CFI comparison (ΔCFI =.04) were significant; thus, the original
model was retained.
Model 4: Recent Experiences of Minority Stress on Substance Use via Affective, Cognitive,
and Social Process
The measurement model yielded poor fit to the data (χ2[3149] = 7,401.20, p < .01,
RMSEA = .06, [CI: .06, .06], SRMR = .11, CFI = .76). For all constructs of interest,
standardized factor loadings were significant (recent minority stress latent variable = .60 to .82, p
<.001; cognitive processes latent variable = .18 to 63, p <.001; social processes latent variable =
.58 to .71, p <.001; affective processes latent variable = .42 to .78, p <.001; substance use latent
variable = -.19 to .83, p <.001) except for one item on the substance use latent variable (i.e., -.09,
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p= .08) from the nicotine dependence measure (i.e., “how soon after you wake up do you smoke
your first cigarette?”).
The structural model fit the data well (χ2[67] = 203.80, p < .01, RMSEA = .07 [CI: .06,
.08], SRMR = .08, CFI = .95). The total indirect effects (β = .39, SE = .08, p<.01) and direct (β =
.20, SE = .09, p<.01) were significant. Upon further examination, only affective processes (β =
.42, SE = .08, p<.05, [CI: .26, .70]) mediated the relationship between recent minority stress and
substance use. No other indirect effects were significant. This model explained 63% of the
variance in affective processes, 27% of the variance in cognitive processes, 1% of the variance in
social processes, and 45% of the variance in substance use. The results are presented in Table 4
and Figure 13.
The measurement model with acculturation yielded poor fit to the data (χ2[5340] =
13,809.58, p < .01, RMSEA = .06, [CI: .06, .06], SRMR = .11, CFI = .65). Standardized factor
loadings were significant (recent minority stress latent variable = .60 to .82, p <.001; cognitive
processes latent variable = .18 to 63, p <.001; social processes latent variable = .58 to .71, p
<.001; affective processes latent variable = .42 to .78, p <.001; substance use latent variable = .19 to .83, p <.001, [except for one item on the substance use latent variable (i.e., -.09, p= .08)
from the nicotine dependence measure (i.e., “how soon after you wake up do you smoke your
first cigarette?”)]; acculturation latent variable = .11 to -.80, p <.001).
The structural model was re-run with the two acculturation subscales as covariates and
model fit decreased (χ2[93] = 316.64, p < .01, RMSEA = .08 [CI: .07, .10], SRMR = .10, CFI =
.91). The total indirect effect (β = .43, SE = .09, p<.01) and direct effect (β = .24, SE = .10,
p<.05) were significant. Only one indirect effect was significant, specifically affective processes
(β = .50, SE = .11, p<.01, [CI: .26, 84]). This model accounted for 66% of the variance in
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affective processes, 30% of the variance in cognitive processes, 4% of the variance in social
processes, and 60% of the variance in substance use. The results are presented in Table 5 and
Figure 14. The Satorra–Bentler scaled chi-square difference test (Td (26) = 113.27, p <.01) and
CFI comparison were significant (ΔCFI =.04); therefore, the original model was retained.
Model 5: Lifetime Experiences of Minority Stress on Substance Use via Affective,
Cognitive, and Social Process
The measurement model yielded poor fit (χ2[3149] = 7362.25, p < .01, RMSEA = .06,
[CI: .05, .06], SRMR = .11, CFI = .78). All standardized factor loadings were significant
(lifetime minority stress latent variable = .65 to .83, p <.001; cognitive processes latent variable
= .18 to .63, p <.001; social processes latent variable = .58 to .71, p <.001; affective processes
latent variable = .41 to .78, p <.001; substance use latent variable = -.19 to .83, p <.001) except
for one item on the substance use latent variable (i.e., -.09, p= .08) from the nicotine dependence
measure (i.e., “how soon after you wake up do you smoke your first cigarette?”).
The structural model provided good fit to the data (χ2[67] = 201.20, p < .01, RMSEA =
.07 [CI: .06, .08], SRMR = .08, CFI = .95). The total indirect effect (β = .42, SE = .08, p<.01)
and direct effect (β = .15, SE = .09, p<.05) were significant. When the indirect effects were
examined separately, only affective processes (β = .45, SE = .08, p<.01, [CI: .30, .75]) mediated
the relationship between lifetime minority stress and substance use. No other indirect effects
were significant. The model explained 62% of the variance in affective processes, 26% of the
variance in cognitive processes, 4% of the variance in social processes, and 45% of the variance
in substance use. The results are presented in Table 4 and Figure 15.
The measurement model with acculturation yielded poor fit (χ2[5340] = 13,738.02, p <
.01, RMSEA = .06, [CI: .06, .06], SRMR = .12, CFI = .64). All standardized factor loadings were
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significant (lifetime minority stress latent variable = .65 to .83, p <.001; cognitive processes
latent variable = .18 to .63, p <.001; social processes latent variable = .58 to .71, p <.001;
affective processes latent variable = .42 to .78, p <.001; substance use latent variable = -.19 to
.83, p <.001, [except for one item on the substance use latent variable (i.e., -.09, p= .08) from the
nicotine dependence measure (i.e., “how soon after you wake up do you smoke your first
cigarette?”)]; acculturation latent variable = .11 to -.80, p <.001).
When the acculturation subscales (i.e., Non-Hispanic and Hispanic domains) were added
to the structural model as covariates on the substance use latent variable model, model fit
declined (χ2[93] = 317.69, p < .01, RMSEA = .08 [CI: .07, .10], SRMR = .10, CFI = .91). The
total indirect effect (β = .41, SE = .08, p<.01) was significant and the direct effect was not. Upon
closer examination, affective processes (β = .50, SE = .11, p<.01, [CI: .29, .62]) significantly
mediated the relationship between lifetime minority stress and substance use. No other indirect
effects were significant. The model accounted for 65% of the variance in affective processes,
28% of the variance was accounted in cognitive processes, 11% of the variance in social
processes, and 45% in substance use. The results are presented in Table 5 and Figure 16. The
Satorra–Bentler scaled chi-square difference test (Td (26) = 119.45, p <.01) and ΔCFI =.04 were
significant; thus the original model was retained for interpretation.
Model 6: Appraisal of Minority Stress on Substance Use via Affective, Cognitive, and
Social Process
The measurement model yielded poor fit (χ2[3149] = 7304.11, p < .01, RMSEA = .06,
[CI: .05, .06], SRMR = .11, CFI = .75). All standardized factor loadings were significantly
(appraisal minority stress latent variable = .69 to .82, p <.001; cognitive processes latent variable
= .18 to .63, p <.001; social processes latent variable = .58 to .71, p <.001; affective processes
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latent variable = .41 to .78, p <.001; substance use latent variable = -.19 to .83, p <.001) except
for one item on the substance use latent variable (i.e., -.09, p= .08) from the nicotine dependence
measure (i.e., “how soon after you wake up do you smoke your first cigarette?”).
The structural model provided good fit to the data (χ2[67] = 221.03, p < .01, RMSEA =
.08 [CI: .06, .09], SRMR = .08, CFI = .94). The total indirect effect (β = .38, SE = .08, p<.01)
and direct effect (β = .18, SE = .08, p<.05) were significant. When the indirect effects were
examined separately, only affective processes (β = .42, SE = .08, p<.01, [CI: .28, .72]) mediated
the relationship between appraisal of minority stress and substance use. No other indirect effects
were significant. The model accounted for 58% of the variance in affective processes, 30% of the
variance in cognitive processes, 1% of the variance in social processes, and 44% of the variance
in substance use. The results are presented in Table 4 and Figure 17.
The measurement model with acculturation yielded poor fit (χ2[5340] = 13,668.61, p <
.01, RMSEA = .06, [CI: .06, .06], SRMR = .12, CFI = .65). All standardized factor loadings were
significant (appraisal minority stress latent variable = .69 to .82, p <.001; cognitive processes
latent variable = .18 to .63, p <.001; social processes latent variable = .58 to .71, p <.001;
affective processes latent variable = .42 to .78, p <.001; substance use latent variable = -.19 to
.83, p <.001, [except for one item on the substance use latent variable (i.e., -.09, p= .08) from the
nicotine dependence measure (i.e., “how soon after you wake up do you smoke your first
cigarette?”)]; acculturation latent variable = .11 to -.80, p <.001).
The structural model was re-run with the Non-Hispanic and Hispanic subscales from the
acculturation measure as covariates. Model fit declined when the covariates were added (χ2[93]
= 334.07, p < .01, RMSEA = .09 [CI: .08, .10], SRMR = .09, CFI = .91). The total indirect effect
(β = .38, SE = .08, p<.01) and direct (β = .31, SE = .09, p<.01) were significant. Specifically, the
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relationship between appraisal of minority stress and substance use was significantly mediated
by affective processes (β = .47, SE = .10, p<.01, [CI: .28, .83]). No other indirect effects were
significant. The model accounted for 60% of the variance in affective processes, 34% of the
variance in cognitive processes, 0% of the variance in social processes, and 65% of the variance
in substance use. The results are presented in Table 5 and Figure 18. The Satorra–Bentler scaled
chi-square difference test (Td (26) = 113.79, p <.01) and CFI comparison (ΔCFI =.03) were
significant; therefore, the original model was retained.
Model 7: Recent Experiences of Minority Stress on Alcohol Use via Affective, Cognitive,
and Social Process
The measurement model yielded poor fit (χ2[2690] = 6,161.06, p < .01, RMSEA = .06,
[CI: .05, .06], SRMR = .12, CFI = .78). All standardized factor loadings were statistically
significant (recent minority stress latent variable = .60 to .83, p <.001; cognitive processes latent
variable = .18 to .63, p <.001; social processes latent variable = .58 to .71, p <.001; affective
processes latent variable = .42 to .78, p <.001; alcohol use latent variable = .60 to .86, p <.001).
The structural model was re-run using alcohol use alone as the outcome variable. The
model provided a good fit to the data (χ2[56] = 190.09, p < .01, RMSEA = .06 [CI: .06, .09],
SRMR = .08, CFI = .95). The total indirect effect (β = .39, SE = .07, p<.01) and direct effect (β
= .20, SE = .09, p<.05) were significant. When the indirect effects were examined separately,
only affective processes (β = .42, SE = .08, p<.01, [CI: .28, .70]) was significant. No other
indirect effects were significant. The model accounted for 63% of the variance in in affective
processes, 28% of the variance in cognitive processes, 1% of the variance in social processes,
and 46% of the variance in alcohol use. The results are presented in Table 6 and Figure 19.
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The measurement model with acculturation yielded poor fit (χ2[4737] = 12,179.27, p <
.01, RMSEA = .06, [CI: .06, .06], SRMR = .13, CFI = .67). All standardized factor loadings were
significant (recent minority stress latent variable = .69 to .83, p <.001; cognitive processes latent
variable = .18 to 63, p <.001; social processes latent variable = .58 to .71, p <.001; affective
processes latent variable = .42 to .78, p <.001; alcohol use latent variable = .60 to .86, p <.001;
acculturation latent variable = .11 to -.80, p <.001).
Again, the structural model was re-run with the two acculturation subscales as covariates
on alcohol use. Model fit worsened (χ2[80] = 287.15, p < .01, RMSEA = .08 [CI: .07, .09],
SRMR = .11, CFI = .93). The total indirect effect (β = .32, SE = .06, p<.01) and direct effect (β
= .19, SE = .08, p<.05) were significant. When the indirect effects were examined separately,
only affective processes (β = .36, SE = . 07, p<.01, [CI: .22, .61]) was a significant mediator. No
other indirect effects were significant. The model accounted for 63% of the variance in affective
processes, 28% of the variance in cognitive processes, 1% of the variance in social processes,
and 49% of the variance in alcohol use. The results are presented in Table 7 and Figure 20. The
Satorra–Bentler scaled chi-square difference test (Td (24) = 97.50, p <.01) and CFI comparison
were significant (ΔCFI =.02); thus, I retained the original model.
Model 8: Lifetime Experiences of Minority Stress on Alcohol Use via Affective, Cognitive,
and Social Process
The measurement model yielded poor fit (χ2[2690] = 6,155.14, p < .01, RMSEA = .06,
[CI: .05, .06], SRMR = .12, CFI = .78). All standardized factor loadings were significant
(lifetime minority stress latent variable = .65 to .83, p <.001; cognitive processes latent variable
= .18 to 63, p <.001; social processes latent variable = .58 to .71, p <.001; affective processes
latent variable = .41 to .78, p <.001; alcohol use latent variable = .60 to .86, p <.001).
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The structural model provided good fit to the data (χ2[56] = 188.50, p < .01, RMSEA =
.08 [CI: .06, .09], SRMR = .09, CFI = .95). The total indirect effect (β = .42, SE = . 07, p<.01)
was significant and the direct effect was not. Only one indirect effect was significant, specifically
affective processes (β = .46, SE = .07, p<.05, [CI: .32, .74]) mediated the relationship between
lifetime minority stress and alcohol use. No other indirect effects were significant. The model
explained 62% of the variance in affective processes, 26% of the variance in cognitive processes,
4% of the variance in social processes, and 45% of the variance in alcohol use. The results are
presented in Table 6 and Figure 21.
The measurement model with acculturation yielded poor fit (χ2[4737] = 12,145.80, p <
.01, RMSEA = .06, [CI: .06, .06], SRMR = .13, CFI = .66). All standardized factor loadings were
significant (lifetime minority stress latent variable = .65 to .83, p <.001; cognitive processes
latent variable = .18 to .63, p <.001; social processes latent variable = .58 to .71, p <.001;
affective processes latent variable = .42 to .78, p <.001; alcohol use latent variable = .60 to .86, p
<.001; acculturation latent variable = .11 to -.80, p <.001).
When the acculturation subscales (i.e., Non-Hispanic and Hispanic) were added to the
structural model as covariates on the alcohol use variable model, model fit declined (χ2[80] =
283.97, p < .01, RMSEA = .08 [CI: .07, .09], SRMR = .11, CFI = .93). The total indirect effect
was significant (β = .35, SE = .06, p<.01) and the direct effect was not significant. Upon closer
examination, only affective processes (β = .39, SE = .07, p<.05, [CI: .26, .65]) mediated the
relationship between lifetime minority stress and alcohol use. No other indirect effects were
significant. The model accounted for 62% of the variance in affective processes, 26% of the
variance in cognitive processes, 4% of the variance in social processes, and 49% of the variance
in alcohol use. The results are presented in Table 7 and Figure 22. The Satorra–Bentler scaled
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chi-square difference test (Td (24) = 95.79, p <.01) and ΔCFI =.02 were significant as a result the
original model was retained.
Model 9: Appraisal of Minority Stress on Alcohol Use via Affective, Cognitive, and Social
Process
The measurement model yielded poor fit (χ2[2690] = 6,028.91, p < .01, RMSEA = .05,
[CI: .05, .06], SRMR = .11, CFI = .78). All standardized factor loadings were significant
(appraisal minority stress latent variable = .69 to .82, p <.001; cognitive processes latent variable
= .18 to 63, p <.001; social processes latent variable = .58 to .71, p <.001; affective processes
latent variable = .41 to .78, p <.001; alcohol use latent variable = .60 to .86, p <.001).
The structural model provided good fit to the data (χ2[56] = 210.81, p < .01, RMSEA =
.08 [CI: .07, .10], SRMR = .08, CFI = .94). The total indirect effects (β = .39, SE = . 07, p<.05)
and the direct effect (β = .18, SE = . 08, p<.05) from appraisal minority stress to alcohol use
were significant. Similar to previous models, affective processes (β = .43, SE = .08, p<.01, [CI:
.31, .72]) was the only significant mediator. The model explained 59% of the variance in
affective processes, 31% of the variance in cognitive processes, 1% of the variance in social
processes, and 46% of the variance in alcohol use. The results are presented in Table 6 and
Figure 23.
The measurement model with acculturation yielded poor fit (χ2[4737] = 11,996.07, p <
.01, RMSEA = .06, [CI: .06, .06], SRMR = .13, CFI = .67). All standardized factor loadings were
significant (appraisal minority stress latent variable = .69 to .82, p <.001; cognitive processes
latent variable = .18 to .63, p <.001; social processes latent variable = .58 to .71, p <.001;
affective processes latent variable = .41 to .78, p <.001; alcohol use latent variable = .60 to .86, p
<.001; acculturation latent variable = .11 to -.80, p <.001).
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When the two acculturation subscales were added to the structural model as covariates, it
decreased model fit to the data (χ2[80] = 306.51, p < .01, RMSEA = .08 [CI: .07, .10], SRMR =
.11, CFI = .92). The total indirect effects (β = .31, SE = .06, p<.01) and the direct effect (β = .18,
SE = . 07, p<.05) from appraisal of minority stress to alcohol use were significant. When the
indirect effects were examined separately, only affective processes (β = .36, SE = .07, p<.01,
[CI: .23, .62]) was significant. No other indirect effects were significant. The model accounted
for 59% of the variance in affective processes, 31% of the variance in cognitive processes, 1% of
the variance in social processes, and 50% of the variance in alcohol use. The results are
presented in Table 7 and Figure 24. The Satorra–Bentler scaled chi-square difference test (Td
(34) = 95.70, p <.01) was significant. Additionally, comparison of CFI values suggested that the
two indices significantly varied (ΔCFI =.02); thus, I retained the original model.
Discussion
To my knowledge, this is the first study to empirically test the minority stress
psychological mediation framework with a large diverse sample of Latinx sexual minority men
(n =357). The current study closely followed Hatzenbuehler’s (2009) theoretical minority stress
model: “stress àpsychological mediator [i.e., affective/coping, cognitive, social support
processes] àpsychopathology” (p. 708). Additionally, the study replicated a model tested by
Schwartz and colleagues (2016) and further extended their model by also examining substance
and alcohol use as an outcome, and accounting for two dimensions of acculturation as covariates.
Hypothesis one was partially supported. Bivariate correlation revealed that the
relationships between the minority stress variables (i.e., recent, lifetime, and appraisal) to
psychological distress (r = .75, r = .74, r = .74; respectively) were indeed significant and in the
expected directions, suggesting that participants experienced higher levels of psychological
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distress when they reported higher levels of microaggressions. Alcohol use was positively
correlated (r = .59, r = .57, r = .57, respectively) with the three dimensions of minority stress:
recent discrimination, lifetime discrimination, and appraisal of stress. Therefore, participants that
reported higher levels of microaggressions also reported more alcohol use.
Nicotine dependency was not significantly related to the recent and lifetime minority
stress variables, yet it was significantly related to the appraisal of minority stress (r = -.13). The
Non-Hispanic (i.e., high levels of acculturation) acculturation subscale was negatively related to
all the minority stress variables (i.e., r = -.27 [Recent], r = -.24 [Lifetime], and r = -.27
[Appraisal]), it was negatively related to low levels of self-esteem (r = -.28), low hope (r = -.21),
rumination (r = -.11), internalization (r = -.13), detachment (r =-.19), low social support (r = .21), psychological distress (r = -.28), alcohol use (r = -.32 ), and nicotine dependence (r = -.21),
suggesting that more enculturated participants experienced less distress, higher self-esteem,
hope, and social support, employed lower levels of internalization and detachment when coping
with discrimination, engaged less in rumination, and had lower levels of alcohol use and nicotine
dependence.
Inversely, the Hispanic domain (i.e., lower levels of acculturation) was positively
correlated with all measures of minority stress (i.e., r = .25 [Recent], r = .27 [Lifetime], and r =
.26 [Appraisal]), negatively correlated with low hope (r = -.30), positively correlated with
rumination (r = .17), positively correlated with internalization (r = .19) and detachment (r = .15),
negatively correlated with low social support (r = -.23), and positively correlated with
psychological distress (r = .19) and alcohol use (r = .21); it was unrelated to nicotine dependence
(r = .03), and negatively related to the Non-Hispanic domain (r = -.21), indicating that
participants that were less acculturated experienced more psychological distress, engaged in
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higher levels of maladaptive coping (i.e., internalization and detachment), and reported higher
alcohol use.
Social support was only statistically related to low self-esteem (r = .36), low hope (r =
.48) and maladaptive coping with discrimination (internalized, r = .36). Social support was not
related to any of the minority stress or outcome variables (i.e., psychological distress, alcohol
use, and nicotine dependence). Both forms of maladaptive coping (internalization and
detachment) were significantly related to all the variables of interest except for low hope.
Therefore, my hypotheses were only partially supported as not all the relationships were
statistically significant. The bivariate correlations are consistent with broader bodies of research
linking minority stress with psychological distress (e.g., Carney, Watson, Brownfield, & Flores,
2018; Velez, Watson, Cox, & Flores, 2017).
It was hypothesized that the three psychological process (i.e., coping/affective, cognitive,
and social) would mediate the relationships between minority stress and mental health and
substance use. Specifically, nine overarching hypotheses (and nine sub-hypotheses) were tested:
2) coping/affective, cognitive, and social processes would mediate the relationship between
recent experiences of minority stress and psychological distress; 2a) coping/affective, cognitive,
and social processes would mediate the relationship between recent experiences of minority
stress and psychological distress with the two acculturation (i.e., Non-Hispanic and Hispanic
Domains) covariates on psychological distress; 3) coping/affective, cognitive, and social
processes would mediate the relationship between lifetime experiences of minority stress and
psychological distress; 3a) coping/affective, cognitive, and social processes would mediate the
relationship between lifetime experiences of minority stress and psychological distress with the
two acculturation (i.e., Non-Hispanic and Hispanic Domains) covariates on psychological
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distress; 4) coping/affective, cognitive, and social processes would mediate the relationship
between appraisal of stressful experiences of minority stress and psychological distress; 4a)
coping/affective, cognitive, and social processes would mediate the relationship between
appraisal of stressful experiences of minority stress and psychological distress with the two
acculturation (i.e., Non-Hispanic and Hispanic Domains) covariates on psychological distress; 5)
coping/affective, cognitive, and social processes would mediate the relationship between recent
experiences of minority stress and substance use; 5a) coping/affective, cognitive, and social
processes would mediate the relationship between recent experiences of minority stress and
substance use with the two acculturation (i.e., Non-Hispanic and Hispanic Domains) covariates
on substance use; 6) coping/affective, cognitive, and social processes would mediate the
relationship between lifetime experiences of minority stress and substance use; 6a)
coping/affective, cognitive, and social processes would mediate the relationship between lifetime
experiences of minority stress and substance use with the two acculturation (i.e., Non-Hispanic
and Hispanic Domains) covariates on substance use; 7) coping/affective, cognitive, and social
processes would mediate the relationship between appraisal of stressful experiences of minority
stress and substance use; 7a) coping/affective, cognitive, and social processes would mediate the
relationship between appraisal of stressful experiences of minority stress and substance use with
the two acculturation (i.e., Non-Hispanic and Hispanic Domains) covariates on substance use; 8)
coping/affective, cognitive, and social processes would mediate the relationship between recent
experiences of minority stress and alcohol use; 8a) coping/affective, cognitive, and social
processes would mediate the relationship between recent experiences of minority stress and
alcohol use with the two acculturation (i.e., Non-Hispanic and Hispanic Domains) covariates on
alcohol use; 9) coping/affective, cognitive, and social processes would mediate the relationship
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between lifetime experiences of minority stress and alcohol use; 9a) coping/affective, cognitive,
and social processes would mediate the relationship between lifetime experiences of minority
stress and alcohol use with the two acculturation (i.e., Non-Hispanic and Hispanic Domains)
covariates on alcohol use; 10) coping/affective, cognitive, and social processes would mediate
the relationship between appraisal of stressful experiences of minority stress and alcohol use;
10a) coping/affective, cognitive, and social processes would mediate the relationship between
appraisal of stressful experiences of minority stress and alcohol use with the two acculturation
(i.e., Non-Hispanic and Hispanic Domains) covariates on alcohol use.
The mediation hypotheses were partially supported. For the first set of hypothesized
models (2-4; not including hypotheses with the two acculturation covariates), model fit was good
and there were significant indirect effects across the three models. Specifically, affective and
cognitive processes fully mediated the relationship between recent, lifetime, and appraisal
minority stress and psychological distress, which highlights an important link between minority
stress to psychological distress through affective and cognitive processes. Furthermore, there
were no direct links between minority stress and psychological distress across the three models,
indicating full mediation by the affective and cognitive processes.
The subset of hypotheses (2a, 3a, and 4a) were also partially supported following a
similar pattern of results from hypotheses 2-4. Specifically, affective and cognitive processes
emerged as intervening variables in the relationship between recent, lifetime, and appraisal of
minority stress and psychological distress. There were no significant direct effects. Model
comparison tests suggested that the original models be retained. Nevertheless, the models still
yielded adequate fit indices and warrant further study. Across all hypotheses (1, 1a…3a), social
support processes did not emerge as significant.
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In other words, for the second set of hypotheses (i.e., 1, 1a, 2, 2a, 3, 3a), I found that how
individuals engage in emotion regulation, coping (affective processes), internal view of
themselves (i.e., self-esteem) and hope or outlook on life (cognitive processes) are important
intervening mechanisms in the discrimination to psychological distress link. My findings contrast
a bit to the study conducted by Schwartz and colleagues (2016) which found that affective and
social support processes emerged as intervening variables in the relationship between minority
stress and psychological distress (measured by anxiety and depression) compared to affective
and cognitive processes in my study. Yet, cognitive processes were the only significant
mediating variable in the link between minority stress and sexual health (e.g., erectile
dysfunction, sexual satisfaction) in the Schwartz and colleagues (2016) study. Therefore,
cognitive processes do have previous support for mediating the relationship between minority
stress and outcome variables. These results highlight that the affective and cognitive processes
represent salient and important aspects of the internal world of Latinx sexual minority men.
Generally, my findings are consistent with previous research documenting support for the
psychological mediators in their link between minority stress and psychological distress. One
study found that maladaptive coping mediated the relationship between minority discrimination
and psychological distress and hazardous drinking with a sample of racially and
socioeconomically diverse lesbian women (Lewis, Mason, Winstead, Gaskins, & Irons, 2016).
Syzmanski, Dunn, and Ikizler (2014) found that rumination and coping with discrimination via
detachment and internalization mediated the link between sexism and psychological distress, but
not heterosexism and psychological distress. The mixed findings in previous studies and the
current study underscore the complexity of Hatzenbuehler’s (2009) minority stress framework.
Additionally, as the minority stress literature continues to develop, newer measures are being
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created to assess these psychological processes within the context of minority stress. For
example, Galupo and Bauerband (2016) developed the Sexual Orientation Reflection and
Rumination scale to examine ruminative thought patterns as a result of being a sexual minority.
Yet, the scale does not take into consideration racial/ethnic minority status/identity therefore, it
would have ignored the intersectional focus on the study. As the minority stress psychological
mediation framework literature continues to develop scholars are creating new measures that
show promise with sexual minority samples.
My findings of cognitive processes (i.e., hope and self-esteem) mediating the relationship
between recent, lifetime, and appraisal of minority stress and psychological distress contribute to
the scant literature examining this psychological process within the framework. Hatzenbuehler
(2009) noted that no prior studies examined hopelessness as a mediator in the minority stress to
psychological distress link, calling this “an important area for future research” (p. 718).
Furthermore, the literature examining self-esteem as a mediator in the discrimination to
psychological distress link has been supported. For example, Zelaya and DeBlaere (unpublished
manuscript) found that self-esteem mediated the relationship between experiencing heterosexism
within communities of color and psychological distress and life satisfaction with a sample of
sexual minority of color. Other scholars have found that self-esteem mediated the relationship
between racism and psychological distress (e.g. Cassidy, O’Connor, Howe, & Warden, 2004;
Verkuyten & Thijs, 2006) as well as the relationship between heterosexism and psychological
distress (e.g., Szymanski & Gupta, 2009; McGregor, Carver, Antoni, Weiss, Yount, & Ironson,
2001). The results highlight, a unique relationship between recent, lifetime, and appraisal of
minority stress and psychological distress via cognitive processes. It could be that the
endogenous variables used to measure cognitive processes, self-esteem and esperanza (hope),
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showcase that having a strong sense of self and having the belief that things may change in the
future creates agency in the face of adversity to decrease psychological distress.
The findings that social support processes did not emerge as a significant mediator in the
link between recent, lifetime, and appraisal of minority stress and psychological distress was
contrary to the study hypotheses. The literature examining social support within the minority
stress psychological mediation framework is mixed. For example, Lehavot and Simoni (2011)
found that social support mediated the relationship between minority stress and substance use,
yet Williams and colleagues (2017) did not find evidence for social support emerging as a
mediator in the link between minority stress and psychological distress. The developers of the
LGBT-PCMS (Balsam et al., 2011) also reported that their scale was not significantly related to
social support. More research is needed to explore the social support mechanism within the
minority stress psychological mediation framework. As another form of social support, one study
examined LGBTQ community connectedness within a sample of bisexual individuals and found
that at higher levels of community connectedness the relationship between discrimination and
psychological distress was no longer significant (Carney, Watson, Brownfield, & Flores, 2018).
Therefore, examining LGBTQ community connectedness as a social support process within the
minority stress psychological mediation framework could be a more specific variable that is
salient to this population.
Increasingly, marginalized groups are finding social support through virtual communities.
Therefore, the measure of social support used in this study may have not captured the
experiences of participants. For example, one study conducted with LGBT youth found that they
were more likely than non-LGBT youth to have online friends and appraise their online friends
are more emotionally supportive than in person friends. The authors suggest that the virtual
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community served as a pivotal source of socials support for LGBT youth (Ybarra, Mitchell,
Palmer, & Reisner, 2015). Additionally, the measure of social support used in the study could
have been too broad and not captured the Latinx cultural nuances of the sample such as the
importance of familismo as a source of social support. Researchers have documented the strong
relationship between familismo, serving as a protective factor, and mental health within Latinx
populations (Valdivieso-Mora, Peet, Garnier-Villarreal, Salazar-Villanea, & Johnson, 2016).
Hypotheses 5-7 (minority stress to substance use via psychological mediators) were
partially supported. The models were a good fit to the data and affective processes emerged as
the sole significant mediator. Additionally, there were two direct links between recent minority
stress and appraisal minority stress to substance use. Model comparison tests suggested that I
retain the models without the two acculturation covariates. The pattern of results in the models
with the acculturation covariates (i.e., hypotheses 5a, 6a, and 7a) were similar (i.e., affective
processes emerging as a significant mediator) yet, fit indices tended to decline. Model
comparison tests supported the retention of the original models.
For hypotheses 8-10 (minority stress to alcohol use via psychological mediators), the
models yielded good fit to the data. Again, the findings revealed that only affective processes
mediated the relationship between recent, lifetime, and appraisal minority stress to alcohol use.
The direct effect between recent and appraisal minority stress to alcohol use was significant but
not for lifetime minority stress to alcohol use. The subset of hypotheses (i.e., 8a, 9a, 10a)
followed a similar pattern of results with affective processes mediating the relationship between
recent, lifetime, and appraisal minority stress to alcohol use. Additionally, there were two direct
effects from recent and appraisal minority stress to alcohol use. Yet, model fit tended to decline.
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As in the previous models, model comparison test indicated that I retain the models without the
two acculturation subscales.
Previous studies have reported a direct link between minority stress and substance use
with samples of sexual minority women (e.g., Lehavot & Simoni, 2011). Within the current
study, lifetime minority stress was significantly correlated with alcohol use, yet when all the
variables were examined concomitantly, this direct relationship was no longer significant. Given
the mixed findings of indirect (i.e., only affective processes emerging as a mediator across all
forms of minority stress) and direct effects (i.e., the direct effect from lifetime minority stress to
substance and alcohol use not being significant) found within the substance use models, further
exploration of other intervening variables and different types of substances are warranted.
Affective processes emerging as the only intervening variable in the link between recent,
lifetime, and appraisal of minority stress to substance and alcohol use suggests a unique pathway
that is important to Latinx sexual minority men and a possible protective/risk factor. In my
sample, it appears that the way that Latinx sexual minority men cope with discrimination is an
important mechanism in substance use and drinking. Previous research highlights that
discrimination can be a predictor of alcohol use (Lee, Gamarel, Bryant, Zaller, & Operario,
2016) for sexual minorities. Additionally, coping resources are said to be challenged when
encountered with discrimination, and alcohol is often used as an escape to regulate negative
emotions (Cooper, Frone, Russel, 1995). Given the intersectional nature of discrimination that
Latinx sexual minority experience (i.e., heterosexism and racism), emotional regulation is
constantly being challenged, which can lead to depletion of resources (Hatzenbuehler, 2009).
Therefore, my findings elucidate a strong mechanism that highlights resilience or a risk factor,
depending how they cope, within this population.
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Considering that higher alcohol use (Cochran, Sullivan, & Mays, 2003) and smoking use
(Conron, Mimiaga, & Landers, 2010) is reported among sexual minority groups, I expected that
cognitive and social processes would emerge as intervening variables. Hatzenbuehler (2009)
notes that there is less research examining the mediating effects of minority stress to alcohol. He
conceptualized examining alcohol specific minority stress psychological processes such as
drinking to cope with discrimination (affective process), social norms related to drinking (social
support processes), and expecting alcohol to reduce distress (cognitive processes). Therefore, it
could be that the variables used to test the relationship between minority stress and substance use
were not specific enough to detect significant indirect relationships.
It was also interesting that the role of acculturation generally worsened model fit.
Previous research has used acculturation as an independent variable predicting substance use
through discrimination in a sample of Latina sexual minorities where increased levels of
acculturation predicted substance use (Matthews, Li, Aranda, Torres, Vargas, & Conrad, 2014).
A content analysis of major counseling and counseling psychology journals found that
acculturation was mostly used as a predictor (n =118) and infrequently used as a covariate (n =4;
Yoon, Langreher, & Ong, 2011). Consequently, it could be the case that acculturation was misspecified within my models and should have been examined as an independent variable, rather
than a covariate.
As an exploratory analysis to examine if acculturation was mis-specified within the
various models, acculturation was examined as a covariate on all constructs within the models.
Interestingly, when acculturation was examined on all variables of interest model fit improved
compared to examining acculturation solely as a covariate on the outcome variables (i.e.,
psychological distress, substance use, and alcohol use). The indirect effects stayed consistent to
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that of previous models. Model 1 (i.e., Recent Experiences of Minority Stress on Psychological
Distress via Affective, Cognitive, and Social Process) provided good fit to the data (χ2[100] =
317.90, p < .01, RMSEA = .07 [CI: .06, .08], SRMR = .08, CFI = .95). The model explained
63% of the variance in affective processes, 26% of the variance in cognitive processes, 1% of the
variance in social processes, and 88% of the variance in psychological distress. Model 2 (i.e.,
Lifetime Experiences of Minority Stress on Psychological Distress via Affective, Cognitive, and
Social Process) provided good fit to the data (χ2[100] = 307.13, p < .01, RMSEA = .07 [CI: .06,
.08], SRMR = .08, CFI = .95). The model explained 63% of the variance in affective processes,
25% of the variance in cognitive processes, 4% of the variance in social processes, and 88% of
the variance in psychological distress. Model 3 (i.e., Appraisal of Minority Stress on
Psychological Distress via Affective, Cognitive, and Social Process) provided good fit to the data
(χ2[100] = 316.22, p < .01, RMSEA = .07 [CI: .06, .08], SRMR = .07, CFI = .95). The model
explained 59% of the variance in affective processes, 28% of the variance in cognitive processes,
1% of the variance in social processes, and 88% of the variance in psychological distress. Model
4 (i.e., Recent Experiences of Minority Stress on Substance Use via Affective, Cognitive, and
Social Process) provided good fit to the data (χ2[85] = 285.62, p < .01, RMSEA = .08 [CI: .07,
.09], SRMR = .08, CFI = .93). The model explained 66% of the variance in affective processes,
31% of the variance in cognitive processes, 4% of the variance in social processes, and 57% of
the variance in substance use. Model 5 (i.e., Lifetime Experiences of Minority Stress on
Substance Use via Affective, Cognitive, and Social Process) provided good fit to the data (χ2[85]
= 284.79, p < .01, RMSEA = .08 [CI: .07, .09], SRMR = .08, CFI = .93). The model explained
65% of the variance in affective processes, 29% of the variance in cognitive processes, 10% of
the variance in social processes, and 57% of the variance in substance use. Model 6 (i.e.,
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Appraisal of Minority Stress on Substance Use via Affective, Cognitive, and Social Process)
provided good fit to the data (χ2[85] = 304.92, p < .01, RMSEA = .09 [CI: .08, .10], SRMR =
.08, CFI = .92). The model explained 60% of the variance in affective processes, 36% of the
variance in cognitive processes, 0% of the variance in social processes, and 59% of the variance
in substance use. Model 7 (i.e., Recent Experiences of Minority Stress on Alcohol Use via
Affective, Cognitive, and Social Process) provided good fit to the data (χ2[72] = 216.26, p < .01,
RMSEA = .07 [CI: .06, .08], SRMR = .08, CFI = .95). The model explained 62% of the variance
in affective processes, 29% of the variance in cognitive processes, 1% of the variance in social
processes, and 46% of the variance in alcohol use. Model 8 (i.e., Lifetime Experiences of
Minority Stress on Alcohol Use via Affective, Cognitive, and Social Process) provided good fit
to the data (χ2[72] = 212.65, p < .01, RMSEA = .07 [CI: .06, .08], SRMR = .08, CFI = .95). The
model explained 62% of the variance in affective processes, 27% of the variance in cognitive
processes, 4% of the variance in social processes, and 46% of the variance in alcohol use.
Finally, model 9 (i.e., Appraisal of Minority Stress on Alcohol Use via Affective, Cognitive, and
Social Process) provided good fit to the data (χ2[72] = 234.59, p < .01, RMSEA = .08 [CI: .06,
.09], SRMR = .07, CFI = .95). The model explained 58% of the variance in affective processes,
32% of the variance in cognitive processes, 1% of the variance in social processes, and 46% of
the variance in alcohol use. Therefore, the role of acculturation could have been mis-specified
within the current study and it could be that acculturation is an all-consuming variable.
Another reason that acculturation may have worsened model fit could be that the measure
used in the study was not reflective of the sample’s experience. Approximately, 86% of the
sample indicated being second generation or above (i.e., third generation, fourth generation).
Additionally, the average mean score for participants was higher on the Non-Hispanic subscale

100

of the BAS (M = 3.33, SD = .55) than for the Hispanic domain (M = 2.68, SD = .69).
Approximately, 90% of the sample scored above 2.5 in the Non-Hispanic subscale whereas, 64%
of the sample scored about 2.5 in the Hispanic subscale. A score above 2.5 indicates strong
adherence to the specific domain and high scores on both domains suggest biculturalism.
Therefore, it seems that the acculturation scores were truncated and that the sample was highly
acculturated and/or highly bicultural.
Of note, from the subscales (i.e., Racism with the LGBT community, Heterosexism in
Communities of Color, Racism in Dating and Close Relationships) across the three LGBTPCMS scales (i.e., recent, lifetime, appraisal) the highest mean subscale score reported by
participants was the amount of stress experienced within the context of heterosexism within their
community of color (M = 3.72, SD = 1.22). Furthermore, the highest endorsed item was “Not
being accepted by other people of your race/ethnicity because you are LGBT” (M = 3.88, SD =
1.42). This suggests that participants tended to experience more stress from being rejected from
their community of color compared to experiencing racism within the LGBT community or
racism in dating and close relationships. These findings are consistent with other forms of
research indicating that being rejected from one’s community of color creates more distress
among queer people of color (e.g., McConnel, Janulis, Phillips, Troung, & Brickett, 2018).
A strength of the study is that I employed an intersectional approach to minority stress
examining concomitantly the experiences of Latinx Queer men living in racist and heterosexist
oppressive environments. To date, most studies using an intersectional lens for studying
intersectionality have largely employed qualitative methodologies (Parent, DeBlaere, & Moradi,
2013). Most quantitative studies have used an additive (being Latinx + being a sexual minority)
or a multiplicative paradigm (being Latinx X being a sexual minority) rather than examining the
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experiences of being a Latinx queer person. Finally, the current study also provides further
support for using the modified version of the LGBT-PCMS (Zelaya & DeBlaere, unpublished
manuscript) which assess for discrimination within the past year, one’s lifetime, and appraisal of
stress.
Limitations and Future Directions
Notwithstanding the many strengths of the study, there are several limitations that need to
be considered. It is difficult to infer causality given the cross-sectional nature of the study.
Therefore, it only provides a ‘snapshot’ of a point in time and as a result it is difficult to infer
causality and temporal directionality of the relationships (Levin, 2006). In order to make such
assumptions longitudinal, experimental, and quasi-experimental research designs should be
implemented. A longitudinal design study may find that some of the intervening variables could
be significant overtime. Furthermore, while several of the proposed mediating variables were not
significant for this population, they could be significant among other populations. Additionally,
there were several scales that did not have strong internal consistency, such as the measures of
hope (α = .63) and nicotine dependence (α = .30), which did not meet the recommended cutoff
score of .70 (Streiner, 2003). Scholars have suggested that measures with fewer items tend to
have difficulty achieving a high magnitude of internal reliability (Ponterotto & Ruckdeschel,
2007) such as the nicotine dependence scale which had six items. Yet, it could be the case that
these items were not closely related and possibly not reliable with the study sample (Tavakol &
Dennick, 2011).
Another limitation of the study was the convenience sample used for recruitment
specifically through the Amazon Mechanical Turk (MTurk) platform (a crowd sourced
participant pool). Studies have questioned data quality and have reported that respondents may
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claim a false identity to qualify for studies (Wessling, Huber, & Netzer, 2017) yet, MTurk users
are often truthful in self-reporting information (Paolacci & Chandler, 2014). There is also a
selection bias of individuals that sign up for MTurk and that participate in specific studies (Woo,
Keith, & Thorton, 2015). Yet, scholars argue that MTurk is a “viable convenience sampling
method for our scientific field” (Woo, Keith, & Thorton, 2015; p. 176). The study also relied on
self-report data which may be affected by response bias.
The current study used an intersectional lens to understand the multiple intersecting
identities of Latinx Queer men yet, there are numerous other intersectional research paradigms –
additive, multiplicative, interactionist, phenomenological- that can be used to study populations
with multiple stigmatized identities. Scholars have called for a phenomenological approach to
delve deeper into participants’ lived experiences. Phenomenological approaches to
intersectionality are said to capture a more complete narrative of intersectional forms of
marginalization yet, it is more commonly used within qualitative studies (Parent, DeBlaere, &
Moradi, 2013).
The current sample may also not be representative of the broader Latinx Queer
community. For example, the sample was highly educated with over 80% endorsing at least
having a college degree and 67% endorsed being middle class or above. Whereas, demographic
data from the Williams Institute reported that roughly only 18% of Latinx LGBT people in the
U.S. had a completed at least a bachelor’s degree. Yet, research has shown that lesbian and gay
adults are more likely to have a bachelor’s degree (Cochran, Sullivan, & Mays, 2003). The study
was also limited to English-speaking participants as result leaving out a substantial portion of the
Latinx queer community that may only be Spanish-speaking. Therefore, limiting generalizability
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of the findings. Future studies should focus on centering the voices of individuals with varying
language and educational abilities.
A large portion of the sample identified as bisexual (49%) and scholars have called for
studying the unique experiences of bisexuality. Experts in the field have noted that biphobia is
present in heterosexual and LGBT communities noting binary and dichotomous thinking as
contributing to discrimination. Arguing that both communities are not supportive of a bisexual
identity and identification (Dworkin, 2001). In efforts to further understand the experiences of
bisexual participants within the study, sample mean comparisons were conducted across all
variables to elucidate possible differences between bisexual participants and their counterparts.
Mean comparison analyses suggested statistically significant differences on the
hopelessness measure (F[2.06, 355] = 2.10, p = .03), psychological distress measure (F[1.73,
355] = 1.97, p = .04), psychological distress – performance subscale (F[.66, 355] = 2.18, p =
.03), and on the Hispanic domain of the acculturation measure (F[4.72, 355] = 2.60, p = .01).
Mean scores revelated that bisexual participants had higher levels of hopelessness (M = 2.87)
compared to the rest of the sample (M = 2.78). Bisexual participants had statistically significant
higher levels of distress (M = 2.51) and performance distress (M = 2.50) compared to the rest of
the sample (M = 2.35; M = 2.33), respectively. Finally, bisexual participants scored higher on the
Hispanic Domain (M = 2.77) compared to the rest of the sample (M = 2.58). These means
differences further highlight the unique experiences of bisexual community that warrant further
investigation.
Future studies should focus on the experience of Latinx bisexual men and the Latinx
bisexual community more broadly to further understand their experiences of racism,
heterosexism, and biphobia and the intersections. Of note, that current study did not examine the
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role of “outness” which is important to consider in working with sexual minority groups.
Previous research suggests that even when taking anonymous surveys sexual minority
participants fear disclosing personal information (Morris, Waldo, & Rothblum, 2001).
Future studies should also consider examining buffering effects, or moderating variables,
regarding the relationship between minority stress vis a vis psychological distress and substance
use. As the current study did not explore any moderators within the model that could also be
salient to the population. Hatzenbuehler (2009) encouraged researchers to use moderatedmediation models to further examine the minority stress psychological mediation framework. He
identified several moderators that warrant further study: race/ethnicity, sex, age/developmental
influences, and identify specific variables. Population specific moderators should also be
examined. For example, the sample largely identified as Christian/Catholic (69%). Research
indicates that LGBT communities are at risk for negative experiences with their religious
communities due to non-affirming practices and policies of religious institutions and they often
struggle with their religious/spiritual identity (Wood & Conley, 2014). Therefore, examining the
role of religion and spirituality within Latinx queer men may be warranted. Researchers may
want to consider exploring other Latinx cultural variables (e.g., familismo, machismo) for further
insight of possible risk and protective factors given the prevalence of traditional and strict gender
roles and high levels of religiosity that is common with the Latinx culture (Ramirez-Valles,
2007).
Additionally, there are many other constructs that fall within the various psychological
processes that warrant further exploration. For example, Hatzenbuehler (2009) discusses
negative schemas and pessimism as other indicators of cognitive processes. He also suggested
testing bidirectional relationships between predictors, mediators, and outcome variables. Given,
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that I was testing a theoretical and an a priori model the directions of the paths were prespecified yet, more exploratory theory driven models could re-specify the model and test
different directionality of the variables and relationships.
I was limited with regard to scales that assessed racism and heterosexism concomitantly,
as most discrimination measures tend to examine singular identities (Bowleg, 2008). The
measure used to test minority stress (i.e., Balsam et al., 2011) has been psychometrically tested
and confirmed with other samples of diverse queer people of color (Zelaya & DeBlaere,
unpublished manuscript) yet, the scale focuses on examining microaggresions rather than more
overt forms of discrimination. Broadly, the field of microaggression science has been criticized
for its lack of construct coherence, replicability in independent observers, scientific rigor, and
criterion validity (Lilienfeld, 2017). Yet, microaggresions focus on the lived experiences of
oppressed voices which often does not lend itself to control variables and objectivity (Sue, 2017).
Finally, given that acculturation tended to worsen model fit it could be that the specific
measure (i.e., the Bidimensional Acculturation Scale, Marín & Gamba, 1996) used in this study
was not capturing the experiences in the study sample. Therefore, examining other dimensions of
acculturation may be warranted. Generally, the construct of acculturation and acculturation
research has been mixed with scholars noting difficulty with operationalizing it, if it should focus
on internal experiences versus behaviors, and if it should be culture specific or take a more
global view (Fox, Thayer, Wadhwa, 2017). Additionally, given the method and platform of
recruitment (i.e., via Amazon Mturk) the sample was likely more acculturated therefore, further
truncating the range of acculturation scores.
There were also several methodological limitations within the study. At least three
indicators are suggested for a latent variable. In the current study, the cognitive processes and
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substance use latent variables only had two indicators. I was following an a priori model that
tested the cognitive latent with two indicators (the ones used in this study) yet, future studies
should consider adding another indicator or creating parcels (Weston & Gore, 2006).
Additionally, the models could have been examined at the item level as indicators of the latent
variable. Finally, it is important to consider if there is a common method variance limitation
within the study, wherein there is error variance that is shared or overlapping among the
variables being tested due the method or source of the data thus creating bias. Scholars have
stated “that up to a quarter or even a third of the variance in measures and observed relationships
in the psychological and management sciences may be attributable to common method variance”
(Johnson, Rosen, & Djurdjevic, 2011; p. 744).
Clinical Implications
The current findings highlight several points of possible interventions for Latinx queer
men. The results suggested that affective (i.e., coping with discrimination [detachment and
internalization] and rumination) and cognitive (i.e., self-esteem and hope) processes could be
used as points of interventions in clinical work. Within clinical work, therapists can use
Cognitive Behavioral Therapy (CBT) to address and decrease negative thought patterns, increase
self-esteem and hope for the future, and teach clients positive coping techniques for experiences
of discrimination. For example, previous studies have noted the role of proactive coping with
discrimination through self-affirmation, discussion (i.e., talking with the perpetrator to clarify
possible biases), and disproval (i.e., proving others wrong; Umaña-Taylor, Vargas-Chanes,
Garcia, & Gonzales-Backen, 2008).
Additionally, one study adapted CBT using the minority stress psychological mediation
framework to decrease depression, anxiety, and health risks for sexual minority men (Pachankis,
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2014). It focused on targeting affective, cognitive, and social/interpersonal dimensions within
various contexts (i.e., daily stressors, friendship/peer stress, romantic relationships, family and
developmental stress, gay community stress, and workplace discrimination). It addressed
negative and maladaptive thought patterns, increase in distress tolerance, and emotion regulation.
It also incorporated aspects of empowerment, resilience, strengths, and healthy expressions of
sexual behaviors (Pachankis, 2014). More intervention studies have also begun using the
minority stress psychological mediation framework to engage in LGBT-affirming therapy (e.g.,
Alessi, 2014).
Additionally, given that several direct links emerged between microaggressions and
substance and alcohol use, as well as the significant bivariate correlations between the various
scales of minority stress and alcohol use, clinicians may wish to incorporate alcohol and other
substances screening tools in working with this population. This could be done as part of the
intake process or throughout treatment and should be monitored overtime. There is research
supporting the use of alcohol and other drugs as a coping mechanism for minority stress (Boyle,
LaBrie, Costine, & Witkovic, 2017).
Clinicians should also be aware and consult the American Psychological Association
guidelines for working with diverse populations. Specifically, the Multicultural Guidelines: An
Ecological Approach to Context, Identity, and Intersectionality (American Psychological
Association, 2017) which underscore the need to understand the multiplicity of individuals,
historical context, issues of power, privilege, oppression, and health disparities. Additionally, the
Guidelines for Psychological Practice with Lesbian, Gay, and Bisexual Clients (American
Psychological Association, 2012) provide more information regarding queer people of color.
Specifically, guideline 11 (i.e., Psychologist strive to recognize the challenges related to multiple
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and often conflicting norms, values, and beliefs faced by lesbian, gay, and bisexual members of
racial and ethnic minority groups) which underlines the importance of helping “lesbian, gay, and
bisexual clients address the anger, frustration, and pain that they have often experienced both as
people from diverse racial, ethnic, and cultural backgrounds and as sexual minority people” (p.
20).
Hatzenbuehler and Pachankis (2016) write that minority stress and stigma can occur at
the individual (e.g., self-stigma, internalized heterosexism), interpersonal (e.g., discrimination,
rejection), and structural (e.g., laws, policies) levels. Therefore, psychologists are uniquely
positioned to enact change and advocate for Latinx queer men (and queer communities of color
more broadly). This can be done through individual therapy, community psychoeducation
groups, and advocating for decreasing barriers to care.
Finally, the American Counseling Association has also put forth advocacy competencies
calling on counselors to engage in social justice with clients or for clients at the micro- and
macro-levels. They encourage clinicians to empower (identify strengths and resources) clients,
become involved with advocacy groups and communities, and inform the public of health care
disparities and barriers. It encourages providers to move beyond the therapeutic relationship
(Ratts & Hutchuins, 2009). The American Psychological Association has also called on
psychologists to be agents of change, allies, advocates, and activists for marginalized
communities. Several ways to do so are by engaging in critical self-reflection to examine one’s
own biases, hold colleagues accountable, and engage in self-care (Melton, 2018).
Conclusion
In summary, the current study helps to further center the experiences of a vastly
understudied and marginalized community within the psychological research literature. It is my
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hope that the current study adds to the quantitative literature regarding the minority stress
psychological mediation framework. It is imperative that the researchers continue to further
understand the insidious nature of minority stress microaggressions and the harmful effects
among marginalized communities and specifically, Latinx queer men. Given the current
socioculturalpolitical climate researchers and clinicians need to be attending to individuals often
rendered invisible due to intersectional invisibility. The findings suggest that there are various
points of intervention that can be addressed through therapy and community building
specifically, through affective and cognitive processes. Yet, it also highlights the importance to
further study the role of social support within the Latinx Queer community for men. Researchers
need to continue studying the experiences of Latinx Queer men and conduct qualitative and
quantitative studies to inform culturally sensitive and culturally bound interventions to inform
clinical work. The study serves as a further call for researcher and clinicians to attend to
intersectionality in their work. Kimberlé Crenshaw states: “If we aren’t intersectional, some of
us, the most vulnerable, are going to fall through the cracks.”
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Tables and Figures
Table 1
Bivariate correlations, Means, Standard Deviations, Cronbach’s Alpha
1

2

3

4

5

6

7

8

9

10

11

12

13

1.Minority stress- Recent

-

2. Minority stress - Lifetime

.90**

-

3. Minority stress - Appraisal

.85**

.88**

-

4.Low Self-esteem

.51**

.50**

.53**

-

5. Low Hope

-.01

-.02

-.05

.42**

-

6. Rumination

.62**

.64**

.63**

.48**

.00

-

7. CDS- Internalization

.67**

.65**

.62**

.38**

-.07

.63**

-

8. CDS- Detachment

.69**

.69**

.67**

.58**

.07

.67**

.79**

-

9.Low Social Support

-.04

-.07

.02

.36**

.48**

-.06

-.25**

-.05

-

10. Psychological Distress

.75**

.74**

.74**

.65**

.051

.73**

.73**

.80**

.00

-

11.Alcohol Use

.59**

.57**

.57**

.37**

.03

.49**

.59**

.60**

-.08

.64**

-

12.Nicotine Dependence

-.10

-.11

-.13*

-.10

-.02

-.07

-.08

-.14*

-.05

-.16**

-.23**

-

13.BAS-Non-Hispanic

-.27**

-.24**

-.27**

-.28**

-.21**

-.11*

-.13*

-.19**

-.21**

-.28**

-.32**

.21**

-

14. BAS-Hispanic Domain

.25**

.27**

.26**

.01

-.30**

.17**

.19**

.15**

-.23**

.19**

.21**

.03

-.21**

14

-

M

SD

α

3.47

1.21

.97

3.53

1.16

.96

3.65

1.20

.96

-2.70

.52

.78

-2.82

.37

.63

2.60

.66

.78

3.71

1.04

.81

3.54

1.19

.86

-3.53

.69

.90

2.43

.73

.96

2.66

.95

.92

1.58

.33

.30

3.33

.55

.90

2.68

.69

.92

Note. *p<.05; **p<.01. LGBT-PCMS- Recent = Lesbian, Gay, Bisexual, Trans- People of Color Microaggression Scale- Recent; Lesbian, Gay, Bisexual, Trans- People
of Color Microaggression Scale- Lifetime; Lesbian, Gay, Bisexual, Trans- People of Color Microaggression Scale- Appraisal, CDS – IS= Coping with Discrimination –
Internalization Subscale; CDS-DS = Coping with Discrimination- Detachment Subscale; Low Self-esteem = Rosenberg Self-Esteem; Low Hope = Hope Herth Index;
Low Social Support= Medical Outcome Social Support; Psychological Distress= Hopkins Symptoms Checklist; AUDIT = Alcohol Use Disorder Identification Test;
Nicotine Dependence= Fagerström Test for Nicotine Dependence; BAS= Bidimensional Acculturation Scale.
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Figure 1. Proposed Model 1: Minority Stress (Recent, Lifetime, Appraisal) to Psychological Distress via Affective, Cognitive, and Social Processes
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Figure 2. Proposed Model 2: Minority Stress (Recent, Lifetime, Appraisal) to Psychological Distress via Affective, Cognitive, and Social Process with
Acculturation (covariates)
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Figure 3. Proposed Model 3: Minority Stress (Recent, Lifetime, Appraisal) to Substance Use via Affective, Cognitive, and Social Process
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Figure 4. Proposed Model 4: Minority Stress (Recent, Lifetime, Appraisal) to Substance Use via Affective, Cognitive, and Social Process with
Acculturation (covariates)
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Figure 5. Proposed Model 5: Minority Stress (Recent, Lifetime, Appraisal) to Alcohol Use via Affective, Cognitive, and Social Process
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Figure 6. Proposed Model 6: Minority Stress (Recent, Lifetime, Appraisal) to Substance Use via Affective, Cognitive, and Social Process with
Acculturation (covariates)
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Table 2
Indirect and Direct effects of Minority Stress on Psychological Distress
Indirect Pathway
SE
β

95% CI

p

From Minority Stress (Recent) to Psychological Distress

.68

.06

.00*

Via affective processes

.62

.07

[.60, .89]

.00*

Via cognitive processes

.06

.02

[.02, .20]

.00*

Via social processes
From Minority Stress (Lifetime) to Psychological
Distress
Via affective processes

-.09
.67

.06
.06

[-.03, .20]

.60
.00*

.61

.06

[.59, .88]

.00*

Via cognitive processes

.06

.02

[.02, .21]

.00*

Via social processes
From Minority Stress (Appraisal) to Psychological
Distress
Via affective processes
Via cognitive processes
Via social processes

-.00
.66

.00
.06

[-.02, .15]

.07
.00*

.59
.06
.00

.06
.02
.00

[.57, .88]
[.02, .20]
[-.04, .14]

.00*
.00*
.60

.09

.06

Direct Pathway
From Minority Stress (Recent) to Psychological Distress

.11

From Minority Stress (Lifetime) to Psychological
.11
.06
.07
Distress
From Minority Stress (Appraisal) to Psychological
.11
.06
.08
Distress
Note. β = standardized coefficient; SE = standard error; CI = confidence interval. *p<. 05
(significant indirect or direct effect).
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Table 3
Indirect effects of Minority Stress on Psychological Distress with Acculturation (Covariates)
Indirect Pathway
SE
95% CI
p
β
From Minority Stress (Recent) to Psychological Distress

.67

.60

.00*

Via affective processes

.64

.06

[.62, .91]

.00*

Via cognitive processes

.06

.02

[.02, .19]

.00*

Via social processes
From Minority Stress (Lifetime) to Psychological
Distress
Via affective processes

-.00
.68

.00
.06

[-.09, .17]

.60
.00*

.63

.06

[.61, .90]

.00*

Via cognitive processes

.06

.02

[.01, .19]

.00*

Via social processes
From Minority Stress (Appraisal) to Psychological
Distress
Via affective processes
Via cognitive processes
Via social processes

-.01
.67

.01
.06

[-.04, .15]

.43
.00*

.60
.06
.00

.06
.02
.00

[.59, .90]
[.01, .19]
[-.05, .14]

.00*
.00*
.61

.07

.06

Direct Pathway
From Minority Stress (Recent) to Psychological Distress

.26

From Minority Stress (Lifetime) to Psychological
.01
.06
.17
Distress
From Minority Stress (Appraisal) to Psychological
.09
.07
.18
Distress
Note. β = standardized coefficient; SE = standard error; CI = confidence interval. *p<. 05
(significant indirect or direct effect).
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Table 4
Indirect effects of Minority Stress on Substance use
Indirect Pathway

β

SE

95% CI

p

From Minority Stress (Recent) to Substance Use

.39

.08

Via affective processes

.42

.08

[.26, .70]

.00*

Via cognitive processes

.03

.04

[-.29, .08]

.49

Via social processes
From Minority Stress (Lifetime) to Substance Use

-.00
.42

.00
.08

[-.16, .13]

.83
.00*

Via affective processes

.45

.08

[.30, .75]

.00*

Via cognitive processes

-.03

.05

[-.30, .09]

.53

Via social processes
From Minority Stress (Appraisal) to Substance Use

-.00
.38

.00
.08

[-.17, .14]

.77
.00*

Via affective processes
Via cognitive processes
Via social processes

.42
-.03
.00

.08
.05
.00

[.28, .72]
[-.32, .10]
[-.19, .13]

.00*
.52
.92

From Minority Stress (Recent) to Substance Use

.20

.09

.02*

From Minority Stress (Lifetime) to Substance Use

.15

.09

.08

From Minority Stress (Appraisal) to Substance Use

.18

.08

.00*

.00*

Direct Pathway

Note. β = standardized coefficient; SE = standard error; CI = confidence interval. *p<. 05
(significant indirect or direct effect).
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Table 5
Indirect effects of Minority Stress on Substance Use with Acculturation (Covariates)
Indirect Pathway
SE
95% CI
β

p

From Minority Stress (Recent) to Substance Use

.43

.09

.00*

Via affective processes

.50

.11

[.26, .84]

.00*

Via cognitive processes

-.06

.06

[-.43, .09]

.36

Via social processes
From Minority Stress (Lifetime) to Substance Use

-.00
.41

.09
.08

[-.16, .25]

.52
.00*

Via affective processes

.50

.11

[.29, .62]

.01*

Via cognitive processes

-.08

.06

[-.47, .04]

.20

Via social processes
From Minority Stress (Appraisal) to Substance Use

-.00
.38

.01
.08

[-.17, .24]

.50
.00*

Via affective processes
Via cognitive processes
Via social processes

.47
-.09
.00

.10
.08
.09

[.28, .83]
[-.53, .07]
[-.20, .27]

.00*
.27
.99

From Minority Stress (Recent) to Substance Use

.24

.10

.01*

From Minority Stress (Lifetime) to Substance Use

.18

.09

.06

From Minority Stress (Appraisal) to Substance Use

.18

.08

.02*

Direct Pathway

Note. β = standardized coefficient; SE = standard error; CI = confidence interval. *p<. 05
(significant indirect or direct effect).
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Table 6
Indirect effects of Minority Stress on Alcohol Use
Indirect Pathway

β

SE

95% CI

p

From Minority Stress (Recent) to Alcohol Use

.39

.07

Via affective processes

.42

.08

[.28, .70]

.00*

Via cognitive processes

-.03

.04

[-.29, .08]

.50

Via social processes
From Minority Stress (Lifetime) to Alcohol Use

-.00
.42

.00
.07

[-.16, .13]

.81
.00*

Via affective processes

.46

.08

[.32, .74]

.00*

Via cognitive processes

-.03

.08

[-.30, .09]

.54

Via social processes
From Minority Stress (Appraisal) to Alcohol Use

-.00
.39

.00
.07

[-.16, .14]

.76
.00*

Via affective processes
Via cognitive processes
Via social processes

.43
-.03
-.00

.08
.05
.00

[.32, .72]
[-.33, .10]
[-.19, .13]

.00*
.53
.90

From Minority Stress (Recent) to Alcohol Use

.20

.09

.02*

From Minority Stress (Lifetime) to Alcohol Use

.09

.09

.08

From Minority Stress (Appraisal) to Alcohol Use

.18

.08

.02*

.00*

Direct Pathway

Note. β = standardized coefficient; SE = standard error; CI = confidence interval. *p<. 05
(significant indirect or direct effect).
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Table 7
Indirect effects of Minority Stress on Alcohol Use with Acculturation (Covariates)
Indirect Pathway
SE
95% CI
β

p

From Minority Stress (Recent) to Alcohol Use

.32

.06

.00*

Via affective processes

.36

.07

[.22, .61]

.00*

Via cognitive processes

-.04

.04

[-.27, .04]

.30

Via social processes
From Minority Stress (Lifetime) to Alcohol Use

.00
.35

.00
.06

[-.19, .08]

.77
.00*

Via affective processes

.39

.07

[.26, .65]

.00*

Via cognitive processes

-.04

.07

[-.29, .05]

.33

Via social processes
From Minority Stress (Appraisal) to Alcohol Use

.00
.31

.00
.06

[-.19, .10]

.83
.00*

Via affective processes
Via cognitive processes
Via social processes

.36
-.04
-.00

.07
.05
.00

[.23, .62]
[-.31, .05]
[-.21, .09]

.00*
.33
.77

From Minority Stress (Recent) to Alcohol Use

.19

.08

.01*

From Minority Stress (Lifetime) to Alcohol Use

.14

.08

.08

From Minority Stress (Appraisal) to Alcohol Use

.18

.07

.01*

Direct Pathway

Note. β = standardized coefficient; SE = standard error; CI = confidence interval. *p<. 05
(significant indirect or direct effect).
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Figure 7. Results of minority stress- recent to psychological distress mediation model. Dotted lines present nonsignificant paths. Self-esteem
had a correlation higher one see: Deegan, J. (1978). On the occurrence of standardized regression coefficients greater than one. Educational and
Psychological Measurement, 38, 873-888. p<.05.
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Figure 8. Results of minority stress- recent to psychological distress mediation model with acculturation. Dotted lines present nonsignificant
paths. Self-esteem had a correlation higher one see: Deegan, J. (1978). On the occurrence of standardized regression coefficients greater than
one. Educational and Psychological Measurement, 38, 873-888. p<.05.
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Figure 9. Results of minority stress- lifetime to psychological distress mediation model. Dotted lines present nonsignificant paths. p<.05.Selfesteem had a correlation higher one see: Deegan, J. (1978). On the occurrence of standardized regression coefficients greater than one.
Educational and Psychological Measurement, 38, 873-888.
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Figure 10. Results of minority stress- lifetime to psychological distress mediation model with acculturation. Dotted lines present nonsignificant
paths. p<.05.Self-esteem had a correlation higher one see: Deegan, J. (1978). On the occurrence of standardized regression coefficients greater
than one. Educational and Psychological Measurement, 38, 873-888.
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Figure 11. Results of minority stress-appraisal to psychological distress mediation model. Dotted lines present nonsignificant paths. Selfesteem had a correlation higher one see: Deegan, J. (1978). On the occurrence of standardized regression coefficients greater than one.
Educational and Psychological Measurement, 38, 873-888. p<.05.
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Figure 12. Results of minority stress- appraisal to psychological distress mediation model with acculturation. Dotted lines present
nonsignificant paths. Self-esteem had a correlation higher one see: Deegan, J. (1978). On the occurrence of standardized regression coefficients
greater than one. Educational and Psychological Measurement, 38, 873-888. p<.05.
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Figure 13. Results of minority stress- recent to substance use mediation model. Dotted lines present nonsignificant paths. Alcohol had a
correlation higher one see: Deegan, J. (1978). On the occurrence of standardized regression coefficients greater than one. Educational and
Psychological Measurement, 38, 873-888. p<.05.
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Figure 14. Results of minority stress- recent to substance use mediation model with acculturation. Dotted lines present nonsignificant paths.
p<.05.
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Figure 15. Results of minority stress- lifetime to substance use mediation model. Dotted lines present nonsignificant paths. p<.05. Alcohol had
a correlation higher one see: Deegan, J. (1978). On the occurrence of standardized regression coefficients greater than one. Educational and
Psychological Measurement, 38, 873-888. p<.05.
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Figure 16. Results of minority stress- lifetime to substance use mediation model. Dotted lines present nonsignificant paths. p<.05.
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Figure 17. Results of minority stress- appraisal to substance use mediation model. Dotted lines present nonsignificant paths. p<.05. Alcohol had
a correlation higher one see: Deegan, J. (1978). On the occurrence of standardized regression coefficients greater than one. Educational and
Psychological Measurement, 38, 873-888. p<.05.
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Figure 18. Results of minority stress- appraisal to substance use mediation model with acculturation. Dotted lines present nonsignificant paths.
p<.05.
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Figure 19. Results of minority stress- recent to alcohol use mediation model. Dotted lines present nonsignificant paths. p<.05.
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Figure 20. Results of minority stress- recent to alcohol use mediation model with acculturation. Dotted lines present nonsignificant paths.
p<.05.
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Figure 21. Results of minority stress- lifetime to alcohol use mediation model. Dotted lines present nonsignificant paths. p<.05.
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Figure 22. Results of minority stress- lifetime to alcohol use mediation model with acculturation. Dotted lines present nonsignificant paths.
p<.05.
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Figure 23. Results of minority stress- appraisal to alcohol use mediation model. Dotted lines present nonsignificant paths. p<.05.

140

Rumination

Internalization

Detachment

.85**
.75**

.90**

Affective
Processes

NonHispanic

Hispanic

-.06

-.41**

.76**

MS1

.95**

-.23**

.89**
.92**
.87**

MS 2
.90**

.47**

.31**

Minority
Stress-A

Cognitive
Processes

.55**

-.08

Alcohol Use
.18**

.95**

.95**

MS3

.43**

Self-esteem

Hope

.03
.49**

-.02

Social
Processes

.87**

.75**
.84**

Tangible

Affection

.83**

Positive

Emotional
Interaction

Figure 24. Results of minority stress- appraisal to alcohol use mediation model with acculturation. Dotted lines present nonsignificant paths.
p<.05.
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APPENDICES
Appendix A
Demographics Survey
Are you over the age of 18?
Yes No
Do you identify as a Hispanic or Latino/x?
Yes No
There current study is for gay, bisexual, queer, and sexual minority men and other men who do
not use these terms but have same-sex attractions (e.g., men who have sex with men). Does this
include you?
Yes No

1. Your Current Age:
2. Current Gender Identity:

•
•
•
•
•

3. Birth sex (what was on your birth
certificate):
4. Race/Ethnicity :

5. Relationship Status:

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Gender non-binary (e.g., androgynous,
genderqueer, agender)
Transgender
Woman
Man
A gender not listed here (please specify)
Intersex
Female
Male
African American/Black
Asian/Asian American/Pacific Islander
American Indian/Native American
Caucasian/White
Hispanic/Latina/Latino/Latinx
Multiracial
Race/ethnicity not listed here (please
specify)
Single
Dating Casual
Dating Long term
Committed partnership (non-legal)
Civil Union
Domestic Partnership(legal)
Married
Other (please specify)
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6. If you are in a relationship(s), what is
the gender of your partner(s)? Please
check all that apply:

•

7. Highest level of education completed
(please select the bubble for the one
best descriptor)

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

8. Please indicate what you consider
your sexual orientation to be:

9. Your employment status (please
select the bubble for the one best
descriptor)

10. Your annual household income (the
combined income of people who are
currently responsible for you
financially):

11. Your current social class:

12. In what region of the country do you

•
•
•
•

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Gender non-binary (e.g., androgynous,
genderqueer, agender)
Transgender
Woman
Man
A gender not listed here (please specify)
Elementary School
Middle/Junior High School
High School
Some College/Technical School
College
Some Professional/Graduate School
Professional/Graduate School
Other (please specify)
Exclusively Lesbian/Gay
Mostly Lesbian/Gay
Bisexual
Mostly Heterosexual
Exclusively Heterosexual
Asexual
Pansexual
Queer
Questioning
Sexual Orientation not listed (please
specify)
Employed full time
Employed part time
Not employed
Underemployed
Part time student
Full time student
<$25,000
$25,000 to < $35,000
$35,000 to <$50,000
$50,000 to <$75, 000
$75,000 to < $100,000
>$100,000
Lower Class
Working Class
Middle Class
Upper Middle Class
Upper Class
Northeast
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live?

13. You would describe the area you live
as:
14. What is your religious affiliation?

15. What is/are your primary
language(s):
16. Do you have one or more
documented chronic illness/disability
conditions that interferes with one or
more aspects of life functioning (e.g.,
grooming, mobility, education,
work)?
17. In which country were you born?
18. What is your nationality (e.g.,
American, Nigerian)?
19. How many years have you lived in
the U.S.?
20. Who was the first generation in your
family to move to the United States
(please pick the best descriptor)?

21. How well do you feel you read and
understand written English (please
pick the best descriptor)?
22. How well do you feel you speak and

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Southeast
Northwest
Southwest
Midwest
Alaska
Hawaii
US Territory (e.g., Puerto Rico)
Region not listed (please specify):
Rural
Suburban
Urban
Buddhist
Christian
Catholic
Hindu
Jewish
Muslim
Agnostic
Atheist
Religion not listed here (please specify)
I identify as spiritual but not religious

•
•

Yes
If yes, please identify
_________________________
No

•

You alone
You and your parents/family
Your parents
Your Grandparents
Your Great-Grandparents (Your parent’s
grandparents) and Beyond
0 (Not At All )-----1-----2----3----4----5 (Very
Well)
1.
0 (Not At All )-----1-----2----3----4----5 (Very
•
•
•
•
•
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understand spoken English?
23. In the past year who have you had
sexual experiences (e.g., anal or oral
sex) with?
24. Have you ever been diagnosed with
HIV?
25. Ethnicity question?

Well)
•
•
•
•
Yes
No

Men only
Women only
Both men and women
I have not had sex
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Appendix B
Minority Stress Scale:
Lesbian, Gay, Bisexual, Bisexual, Trans People of Color Micoraggressions Scale
The following is a list of experiences that LGBT people of color sometimes have. Please read
each read each one carefully, and then respond to the following question:
Frequency
Please think carefully about your life as you answer the questions below. For each question, read
the question and then answer it THREE TIMES; once for what your ENTIRE LIFE (from when
you were a child until now) has been like, once for what the PAST YEAR has been like, and
once for HOW STRESSFUL having this happen to you was on a scale from 1 = not at all
stressful to 6 = extremely stressful.
Please select the bubble that best describes events in YOUR ENTIRE LIFE, and in the PAST
YEAR, using these rules:
1=
2=
3=
4=
5=
6=

If the event has NEVER happened to you
If the event happened ONCE IN A WHILE (less than 10% of the time)
If the event happened SOMETIMES (10-25% of the time)
If the event happened A LOT (26-49% of the time)
If the event happened MOST OF THE TIME (50-70% of the time)
If the event happened ALMOST ALL OF THE TIME (more than 70% of the time)
1. Difficulty finding friends who are LGBT and from your
racial/ethnic background
2. Feeling like white LGBT people are only interested in you for
you appearance
3. Being rejected by other LGBT people of your same
race/ethnicity
4. Feeling unwelcome at groups or events in your racial/ethnic
community
5. Not being accepted by other people of your race/ethnicity
because you are LGBT
6. Being rejected by potential dating or sexual partners because of
you race/ethnicity
7. Feeling misunderstood by white LGBT people
8. Being discriminated against by other LGBT people of color
because of your race
9. Being told that “race isn’t important” by white LGBT people
10. Feeling invisible because you are LGBT
11. Not being able to trust white LGBT people

1

2

3

4

5

6

1 2

3

4

5

6

1 2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1
1

2
2

3
3

4
4

5
5

6
6

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

6
6
6
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12. Being seen as a sex object by other LGBT people because of
your race/ethnicity
13. Being the token LGBT person of color in groups or
organizations
14. Not having any LGBT people of color as role models
15. Reading personal ads that say “white people only”
16. Having to educate white LGBT people about race issues
17. White LGBT people saying things that are racist
18. Feeling misunderstood by people in your ethnic/racial
community

1

2

3

4

5

6

1

2

3

4

5

6

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

5
5
5
5
5

6
6
6
6
6
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Appendix C
Appendix C. 1
Affective /Coping Processes Scales:
Ruminative Response Scale (Brooding subscale)
People think and do many different things when they feel depressed. Please read each of the
items below and indicate whether you almost never, sometimes, often, or almost always think or
do each one when you feel down, sad, or depressed. Please indicate what you generally do, not
what you think you should do.
Almost Never
1

Sometimes
2

Often
3

Almost Always
4

1. Think “what am I doing to deserve this?”

1

2

3

4

2. Think “why do I always react this way?”

1

2

3

4

3. Think about a recent situation, wishing it had gone better

1

2

3

4

4. Think “why do I have problems other people don’t have?”

1

2

3

4

5. Think “why can’t I handle things better?

1

2

3

4
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Appendix C. 2
Coping with Discrimination Scale
Subscales: Internalization and Detachment
This is a list of strategies that some people use to deal with their experiences of discrimination.
Please respond to the following items as honestly as possible to reflect how much each strategy
best describes that ways you cope with discrimination. There are no right or wrong answers.
1
Never like
me

2
A little like
me

3
Sometimes
like me

4
Often like
me

5
Usually like
me

6
Always like
me

Internalization Subscale
1. I wonder if I did something to provide this incident

1

2

3

4

5

6

2. I wonder if I did something to often others

1

2

3

4

5

6

3. I wonder I did something wrong

1

2

3

4

5

6

4. I believe I may triggered the incident

1

2

3

4

5

6

5. I do not think I caused this event to happen

1

2

3

4

5

6

Detachment Subscale
1. It’s hard for me to seek emotional support from other people

1

2

3

4

5

6

2. I do not talk with others about my feelings

1

2

3

4

5

6

3. I do not have anyone to turn to for support

1

2

3

4

5

6

4. I’ve stopped trying to do anything

1

2

3

4

5

6

5. I have no idea what to do

1

2

3

4

5

6
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Appendix D
Appendix D. 1
Cognitive Processes Scales:
Rosenberg Self-Esteem Scale
Below is a list of statements dealing with your general feelings about yourself. If you strongly
agree, click SA. If you strongly agree with the statement, click A. If you disagree, click D. If you
strongly disagree, click SD.

1. On the whole, I am satisfied with myself.

SD

D

A

SA

2. At times, I think I am no good at all.

SD

D

A

SA

3. I feel that I have a number of good qualities.

SD

D

A

SA

4. I am able to do things as well as most other people.

SD

D

A

SA

5. I feel I do not have much to be proud of.

SD

D

A

SA

6. I certainly feel useless at times.

SD

D

A

SA

7. I feel that I’m a person of worth, at least on an equal plan with others.

SD

D

A

SA

8. I wish I could have more respect for myself

SD

D

A

SA

9. All in all, I am inclined to feel that I am a failure.

SD

D

A

SA

10. I take a positive attitude toward myself.

SD

D

A

SA
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Appendix D. 2
Herth Hope Index
Listed below are a number of statements. Read each statement and place an [X] in the box that
describes how much you agree with that statement right now.
Strongly
Disagree (SD)

Disagree
(D)

Agree
(A)

Strongly Agree
(SA)

1. I have a positive outlook toward
life.
2. I have short and/or long range
goals.
3. I feel all alone

SD

D

A

SA

SD

D

A

SA

SD

D

A

SA

4. I can see possibilities in the
midst of difficulties.

SD

D

A

SA

5. I have a faith that gives me
comfort.
6. I feel scared about my future.

SD

D

A

SA

SD

D

A

SA

7. I can recall happy/joyful times.

SD

D

A

SA

8. I have deep inner strength.

SD

D

A

SA

9. I am able to give and receive
caring/love.

SD

D

A

SA

10. I have a sense of direction.

SD

D

A

SA

11. I believe that each day has
potential.
12. I feel my life has value and
worth.

SD

D

A

SA

SD

D

A

SA
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Appendix E
Social Support Processes Scale:
Medical Outcomes Study Social Support Survey
Next are some questions about the support that is available to you.
1. About how many close friends and close relatives do you have (people you feel at ease with
and can talk to about what is on your mind)?

People sometimes look to others for companionship, assistance, or other types of support. How
often is each of the following kinds of support available to you if you need it?
None of the
Time
1

A little of the
Time
2

Some of the
Time
3

Most of the Time

All of the Time

4

5

1. Some to help you if you were confined to bed
2. Someone to prepare your meals if you were unable to do it yourself
3. Someone to help you with daily chores if you were sick
4. Someone how shows you love and affection
5. Someone who hugs you
6. Someone to love and make you feel wanted
7. Someone to have a good time with
8. Someone to get together with for relaxation
9. Someone to do something enjoyable with
10. Someone to confide in or talk to about yourself or your problems
11. Someone to share your most private worries and fears with
12. Some to turn to for suggestions about how to deal with a personal problem

1
1
1
1
1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2
2
2
2
2

3
3
3
3
3
3
3
3
3
3
3
3

4
4
4
4
4
4
4
4
4
4
4
4
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5
5
5
5
5
5
5
5
5
5
5
5

Appendix F
Psychological Distress Scale:
Hopkins Symptom Checklist-21
How have you felt during the past seven days including today? Use the following scale to
describe how distressing you have found these things over this time.

1. Difficulty in speaking when you are excited
2. Trouble remembering things
3. Worried about sloppiness or carelessness
4. Blaming yourself for things
5. Pains in the lower part of your back
6. Feeling lonely
7. Feeling blue
8. Your feelings being easily hurt
9. Feeling others do not understand you or are
unsympathetic
10. Feeling that people are unfriendly or dislike
you
11. Having to do things very slowly in order to
be sure you are doing them right
12. Feeling inferior to others
13. Soreness of your muscles
14. Having to check and double-check what you
do
15. Hot or cold spells
16. Your mind going blank
17. Numbness or tingling in parts of your body
18. A lump in your throat
19. Trouble concentrating
20. Weakness in parts of your body
21. Heavy feelings in arms and legs

Not At
all (1)
1
1
1
1
1
1
1
1
1

A little
(2)
2
2
2
2
2
2
2
2
2

Quite a
bit (3)
3
3
3
3
3
3
3
3
3

Extremely
(4)
4
4
4
4
4
4
4
4
4

1

2

3

4

1

2

3

4

1
1
1

2
2
2

3
3
3

4
4
4

1
1
1
1
1
1
1

2
2
2
2
2
2
2

3
3
3
3
3
3
3

4
4
4
4
4
4
4

171

Appendix G
Appendix G. 1
Substance Abuse Scales:
Alcohol Use Disorders Identification Test (AUDIT)
Please circle the answer that is correct for you:
0

1

2

3

4
4 or more
times a
week
10 or
more

1. How often do you have a drink
containing alcohol?

Never Monthly
or less

2-4 times a
month

2-3 times
a week

2. How many drinks containing
alcohol do you have on a typical
day when you are drinking?

1 or 2

5 or 6

7 to 9

3. How often do you have six or
more drinks on one occasion?

Never Less than
monthly

Monthly

Weekly

Daily or
almost
daily

4. How often during the last year
have you found that you were not
able to stop drinking once you had
started?

Never Less than
monthly

Monthly

Weekly

Daily or
almost
daily

5. How often during the last year
have you failed to do what was
normally expected of you because
of drinking?

Never Less than
monthly

Monthly

Weekly

Daily or
almost
daily

6. How often during the last year
have you needed a first drink in the
morning to get going after a heavy
drinking session?

Never Less than
monthly

Monthly

Weekly

Daily or
almost
daily

7. How often during the last year
have you had a feeling of guilt or
remorse after drinking?

Never Less than
monthly

Monthly

Weekly

Daily or
almost
daily

8. How often during the last year
have you been unable to remember
what happened the night before
because of your drinking?

Never Less than
monthly

Monthly

Weekly

Daily or
almost
daily

3 or 4
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9. Have you or someone else been
injured because of your drinking?

No

10. Has a relative, friend, doctor, or
other health care worker been
concerned about your drinking or
suggested you cut down?

No

Yes, but not
in the last
year
Yes, but not
in the last
year

Yes,
during the
last year
Yes,
during the
last year
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Appendix G. 2
Fagerstorm Test for Nicotine Dependence (FTND)
Tabaco Use:
C1. Have you smoked at least 100 cigarettes in your entire life?
No

Yes

C2. Do you now smoke cigarettes every day, some days, or not at all?
Everyday
Some days
Not at all
Fagerstorm Test for Nicotine Dependence (FTND)
Do you currently smoke cigarettes?
No

Yes

If “yes,” read each question below. For each question, circle the answer choice which best
describes your response.
1. How soon after you wake up do you smoke your first cigarette?
Within 5 minutes
6 to 30 minutes

31 to 60 minutes
After 60 minutes

2. Do you find it difficult to refrain from smoking in places where it is forbidden (e.g., in church,
at the library, in the cinema)?
No

Yes

3. Which cigarette would you hate most to give up?
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The first one in the morning

Any other

4. How many cigarettes per day do you smoke?
10 or less
11 to 20

21 to 30
31 or more

5. Do you smoke more frequently during the first hours after waking than during the rest of the
day?
No

Yes

6. Do you smoke when you are so ill that you are in bed most of the day?
No

Yes
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Appendix H
Bidimensional Acculturation Scale (BAS)
(Bubble only one response to the following questions)
1. How often do you speak English?
2. How often do you speak in English with your friends?
3. How often do you think in English?
4. How often do you speak Spanish?
5. How often do you speak in Spanish with your friends?
6. How often do you think in Spanish?

7. How well do you speak English?
8. How well do you read in English?
9. How well do you understand television programs in English?
10. How well do you understand radio programs in English?
11. How well do you write in English?
12. How well do you understand music in English?
13. How well do you speak Spanish?
14. How well do you read in Spanish?
15. How well do you understand television programs in Spanish?
16. How well do you understand radio programs in Spanish?
17. How well do you write in Spanish?
18. How well do you understand music in Spanish?

19. How often do you watch television programs in English?
20. How often do you listen to radio programs in English?
21. How often do you listen to music in English
22. How often do you watch television programs in Spanish?
23. How often do you listen to radio programs in Spanish?
24. How often do you listen to music in Spanish?

almost
never

sometimes

often

almost
always

○
○
○
○
○
○

○
○
○
○
○
○

○
○
○
○
○
○

○
○
○
○
○
○

very
poorly

poorly

well

very well

○
○
○
○
○
○
○
○
○
○
○
○

○
○
○
○
○
○
○
○
○
○
○
○

○
○
○
○
○
○
○
○
○
○
○
○

○
○
○
○
○
○
○
○
○
○
○
○

almost
never

sometimes

often

almost
always

○
○
○
○
○
○

○
○
○
○
○
○

○
○
○
○
○
○

○
○
○
○
○
○
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Appendix I
IRB Approval

INSTITUTIONAL REVIEW BOARD

Mail:

P.O. Box 3999
Atlanta, Georgia 30302-3999
Phone: 404-413-3500
Fax:
404-413-3504

In Person:

58 Edgewood
3rd Floor

May 18, 2018
Principal Investigator: Cirleen DeBlaere
Key Personnel: DeBlaere, Cirleen; Dew, Brian; Zelaya, David
Study Department: Georgia State University, Counseling & Psychological Svc
Study Title: Testing the Minority Stress Psychological Mediation Framework with a sample of Latinx
Sexual Minority Men
Review Type: Expedited, 7
IRB Number: H18547
Reference Number: 349074
Approval Date:
05/15/2018
Expiration Date:
05/14/2019
The Georgia State University Institutional Review Board (IRB) reviewed and approved the above
referenced study in accordance with 45 CFR 46.111. The IRB has reviewed and approved the study and
any informed consent forms, recruitment materials, and other research materials that are marked as
approved in the application. The approval period is listed above. Research that has been approved by
the IRB may be subject to further appropriate review and approval or disapproval by officials of the
Institution.
Federal regulations require researchers to follow specific procedures in a timely manner. For the
protection of all concerned, the IRB calls your attention to the following obligations that you have as
Principal Investigator of this study.
1.

For any changes to the study (except to protect the safety of participants), an Amendment
Application must be submitted to the IRB. The Amendment Application must be reviewed
and approved before any changes can take place

2.

Any unanticipated/adverse events or problems occurring as a result of participation in this
study must be reported immediately to the IRB using the Unanticipated/Adverse Event
Form.

3.

Principal investigators are responsible for ensuring that informed consent is properly
documented in accordance with 45 CFR 46.116.
•

4.

A Waiver of Documentation of Consent has been approved for this study in accordance
with the requirements set forth in 45 CFR 46.117 c.

For any research that is conducted beyond the approval period, a Renewal Application must
be submitted at least 30 days prior to the expiration date. The Renewal Application must be
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approved by the IRB before the expiration date else automatic termination of this study will
occur. If the study expires, all research activities associated with the study must cease and a
new application must be approved before any work can continue.
5.

When the study is completed, a Study Closure Report must be submitted to the IRB.

All of the above referenced forms are available online at http://protocol.gsu.edu. Please do not hesitate
to contact the Office of Research Integrity (404-413-3500) if you have any questions or concerns.
Sincerely,

Susan Vogtner, IRB Vice-Chair

Federal Wide Assurance Number: 00000129
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Appendix J
Informed Consent
Georgia State University
Informed Consent
Title: Examining the experiences of Hispanic/Latino/x sexual minority (e.g., gay, bisexual,
queer, or men who has sex with men) men.
Principal Investigator:
Cirleen DeBlaere, Ph.D.
Student Principal Investigator:
David G. Zelaya, M.Ed.
Sponsor:
Psi Chi, The International Honor Society in Psychology
Purpose:
The purpose of the study is to explore the experiences of Hispanic/Latino/x sexual minority (e.g.,
queer, gay, bisexual, and/or men who have sex with men) men. You are invited to take part in
this research study if you identify as Hispanic/Latino/x man and as a sexual minority (e.g., queer,
gay, bisexual, and/or men who have sex with men). You must also be over the age of 18, reside
in the U.S., and be English speaking. A total of 400 participants will be recruited for this study.
Procedures:
If you decide to take part, you will be asked about your experiences of being a Hispanic/Latino/x
sexual minority (e.g., queer, gay, bisexual, and/or men who have sex with men) man. You will
complete several questionnaires asking about your experiences. A total of 400 participants will
be recruited for this study. Participation will require about 20-25 minutes of your time.
Future Research:
Researchers will remove information that may identify you and may use your data for future
research. If we do this, we will not ask for any additional consent for you.
Risks:
In this study, you will not have any more risks than you would in a normal day of life. Should
you experience any discomfort you may contact the 24-Hour Crisis Line at 1-800-273-TALK
(8255). This is a national crisis line that is free and private.
Benefits:
This study is not designed to benefit you personally. Overall, we hope to gain information about
an understudied group in the research literature in hopes to inform clinical practice.
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Compensation:
You will receive $2.00 for participating in this study.
Voluntary Participation and Withdrawal:
You do not have to be in this study. If you decide to be in the study and change your mind, you
have the right to drop out at any time. You may skip questions or stop participating at any time.
You may refuse to take part in the study or stop at any time, this will not cause you to lose any
benefits to which you are otherwise entitled. If you complete the survey, even if you skip some
questions, you will be granted $2.00 through your Amazon Mturk account.
Confidentiality:
We will keep your records private to the extent allowed by law. The following people and
entities will have access to the information you provide:
• Cirleen DeBlaere, Ph.D. and David Zelaya, M.Ed.
• GSU Institutional Review Board
• Office for Human Research Protection (OHRP)
• Psi Chi, The International Honor Society in Psychology
Please remember that data sent over the Internet may not be secure. We will use an assigned
code rather than your name on all study records. The information you provide will be stored on a
computer that is password-protected on a highly secure, firewalled network. Your name and
other information that might identify you will not appear when we present this study or publish
its results. The findings will be summarized and reported in group form. When we present or
publish the results of this study, we will not use your name or other information that may identify
you. You will not be identified personally.
Contact Information:
Contact Cirleen DeBlaere, Ph.D. at 404-413-8170 (cdeblaere@gsu.edu) or David Zelaya, M.Ed.
(dzelaya1@student.gsu.edu):
• If you have questions about the study or your part in it
• If you have questions, concerns, or complaints about the study
Contact the GSU Office of Human Research Protections at 404-413-3500 or irb@gsu.edu:
• if you have questions about your rights as a research participant
• if you have questions, concerns, or complaints about the research
Consent:
Please print this form for you records, by holding down the ctrl key and letter “p” key at the
same time, so you can refer to the information and numbers provided.
If you agree to take part in this study, please click the arrow to take the survey.
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Appendix K
Recruiting Materials to be Posted on Amazon’s Mechanical Turk
Title: Examining the experiences of Hispanic/Latino/x sexual minority (e.g., gay,
bisexual, queer, or men who has sex with men) men.
Abstract. You will be asked questions about your experiences as a Hispanic/Latino/x and
being a sexual minority (e.g., gay, bisexual, queer and men who have sex with men) or a man
with same-sex attractions. The study takes approximately 20-25 minutes to complete.
Description. To participate in this study, you must be at least 18 years of age, English
speaking, identity as Hispanic/Latino/x, and as a sexual minority (i.e., gay, bisexual, queer or a
man with same sex attractions). As a participant, you will complete an online survey. You will
be asked about your experiences about your various identities. You will also complete various
questionnaires inquiring about social support, mental health, and substance use. Your
participation in this study will require about 20-25 minutes of your time. About 400 people will
participate in this study. You will be paid $2.00 for your participation in this study. This study
received IRB approval from Georgia State University.
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